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Despite some opinions to the contrary, the diagnosis 
of rheumatoid arthritis in clinical practice remains 
very often a perplexing and vexing problem. The truth 
of this statement was well illustrated when the 
American Rheumatism Association found it necessary 
to set up a committee on diagnostic criteria. This 
committee, headed by Dr. Marion Ropes of Boston, 
carried out its very difficult assignment in a most 
thorough and commendable manner, but still felt com- 
pelled to list a set of 11 criteria from which any 5 
would permit a “definite diagnosis.”' Less certain 
diagnoses were permitted with less criteria, and the 
categories of “probable rheumatoid arthritis” and 
“possible rheumatoid arthritis” reveal rather patheti- 
cally a weakness and lack of certainty in the diagnosis 
of rheumatic diseases generally and rheumatoid arthri- 
tis specifically. The committee’s efforts have already 
been recognized to be of inestimable value but leave 
no doubt of the great need for laboratory diagnostic 
aids which are simple, practicable, and reliably accu- 
rate to a statistically significant degree. 

The erythrocyte-sedimentation rate is a_ time- 
honored and well-established laboratory aid in the 
diagnosis of rheumatoid arthritis, but it is wholly lack- 
ing in specificity. More recently other substances 
(generally referred to as acute phase reactants) such 
as the nonglucosamine polysaccharides and hexos- 
amines have been reported to be elevated in rheuma- 
toid arthritis, but these too are nonspecific, being in- 
creased in rheumatic fever and other allied diseases.” 
Probing into the area of serologic reactions led to the 
development of the antistreptolysin titer, which is 
notoriously negative in rheumatoid arthritis, the hemo- 
lytic Streptococcus agglutination test, which is not 
practicable and is largely lacking in any degree of 
specificity, and more recently the sensitized sheep 
cell agglutination reaction.* Extensive studies of this 
last named have led to an awareness of the existence 
of a specific factor in the serum of patients with rheu- 
matoid arthritis.°* The refinements of the sensitized 


¢ A new test, involving the use of a suspension of 
latex particles, was applied to 1,606 samples of 
serum from 907 patients whose clinical diagnoses, 
whether of rheumatic disease or otherwise, had 
been established. The latex particles in stock sus- 
pension had a fairly uniform mean diameter of 1.17 
microns. For the test they were mixed with borate 
buffer and gamma globulin. When the serum to be 
tested is added to this mixture it may or may not 
cause aggregation of the particles. A positive test 
is indicated by discernible aggregation, which can 
be read with the naked eye. Of 291 patients who 
met the clinical criteria for the diagnosis of rheu- 
matoid arthritis, 245 (84.2%) showed positive latex 
fixation tests; the 46 instances of false-negative 
reactions have been studied. Of 414 patients with 
rheumatic disease other than rheumatoid arthritis, 
399 (96.3%) gave negative latex fixation reactions; 
the 15 false-positive reactions have likewise been 
studied. The test was as reliable as are the various 
sheep cell agglutination tests now used for serologic 
detection of rheumatoid arthritis, and it had the 
advantage of being simple, very inexpensive, fast, 
and clinically useful. 


sheep cell agglutination test have decreased the per- 
centage of false-negative results but proportionately 
increased the percentage of false-positive findings. 
The demonstration of an inhibitor of this hemagglu- 
tination by the Ziff group “ as well as by Heller and 
associates *” has materially enhanced the specificity 
and sensitivity of this test. Nevertheless, the test is 
extremely cumbersome, expensive, and completely im- 
practical for routine use as a diagnostic aid in clinical 
rheumatology. 

At the meeting of the American Rheumatism Asso- 
ciation in Chicago in June, 1956, Plotz and Singer * 
reported the ingenious adaptation of polystyrene latex 
particles, which are of a remarkable constancy in cali- 


From the Division of Rheumatic Diseases, Department of Medicine, Ohio State University Health Center. 
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ber, to an agglutination procedure; this appears to 
offer great promise as a serologic diagnostic test in 
rheumatoid arthritis. They reported a_ significantly 
high degree of accuracy, with few false-positive re- 
sults. After using their test for a short time, we were 
able to confirm in general the work of Plotz and Singer 
and came to realize the very great potential of their 
test as a routine laboratory aid so necessary to the 
clinical diagnosis of rheumatoid arthritis. Rheins modi- 
fied the technique to such an extent that only a drop 
of serum was needed and duration and degree of in- 
cubation were reduced; the test could be read grossly 
and thus became an easily applied method for general 
diagnostic survey in rheumatic diseases. This was re- 
ported by this laboratory in discussion at the American 
Rheumatism Association Interim Session in Bethesda, 
Md., Nov. 30, 1956.° We have now extended our 
studies to a sampling of patients of sufficient number 
to be statistically significant, and we consider the test 
to be of such great importance and value to practi- 
tioners everywhere that we are reporting these studies 
in detail here. 

Method 


To date, 2,000 serum samples have been tested from 
1,208 patients in the rheumatic disease laboratory of 
the Ohio State University Health Center. Three hun- 
dred ninety-four serum samples from 301 patients are 
excluded from the tables to follow because the neces- 
sary information was unobtainable or inadequate to 
establish diagnosis. The remaining 1,606 samples have 
been collected from 907 patients whose clinical diag- 
nosis, of rheumatic disease or otherwise, is established. 
All patients with rheumatic diseases have been fol- 
lowed by one or more of us in the arthritis division. 

In all cases, a definite commitment as to clinical 
diagnosis was made by at least one of us prior to the 
performance of the latex fixation test, so that no bias 
in clinical diagnosis was produced by positive or nega- 
tive serologic results. Also, the tests were performed 
by technicians unfamiliar with the patients’ clinical 
diagnoses. In addition, serum results and titers were 
recorded by a number rather than by name by the 
testing technician. 

Whenever possible, a Wintrobe sedimentation rate 
was performed on the same sample of whole blood 
from which the serum was tested by the drop latex 
fixation method. Many of the 1,606 serum specimens 
are repeat samplings on patients after intervals of 
treatment. 

Classification 


The 907 patients have been divided by clinical diag- 
noses into rheumatic and nonrheumatic groups (table 
1). In the rheumatic group are included all patients 
whose major or minor complaint lay in a primary mus- 
culoskeletal disorder. The following clinical standards 
were defined prior to evaluation of the test: 

Rheumatoid Arthritis —American Rheumatism Asso- 
ciation criteria’ are followed insofar as possible. In- 
cluded are active and inactive cases, treated and 
untreated, of any stage or grade; whether unaffected, 
partially suppressed, or completely suppressed by 
treatment. Rheumatoid spondylitis is excluded. 
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Rheumatoid Spondylitis.—This condition was diag. 
nosed by clinical and minimal x-ray criteria. Active ap; 
inactive (“burned out”) cases are included. Also jp, 
cluded for purposes of this paper are three patiep; 
with rheumatoid spondylitis in whom periphera] ,. 
thritis later developed. 

Osteoarthritis.—This disease was symptomatic, with 
or without x-ray changes. Included in this group ay 
a few patients with well-defined post-traumatic . 
thritis. Excluded, for purposes of this paper, are thos, 
patients with associated primary periarticular fibrositis 

Fibrositis—Periarticular fibrositis, localized or gey. 
eralized, is a symptomatic soft tissue disease of up. 
known or traumatic origin. Included are patients wit) 
syndromes of known reflex origin such as shoulder. 
hand syndrome from coronary artery disease and car. 
cinoma of the lung. 

Lupus Erythematosus.—In this group are included 
only those patients with established clinical dissemi. 
nated lupus erythematosus, either in remission or jn 
relapse. All but one have had positive L. E. cell prep- 
arations by the Hargraves technique on one or more 
occasions. There are no patients with rheumatoid 
arthritis in this group. 

Diffuse Collagen Disease.—The five patients in this 
group cannot be given a more correct diagnosis by 
clinical means. All have been seriously ill with gen- 
eralized connective tissue disorder, of which the 
arthropathy has been the least clinical concern. 

Infectious Arthritis.—These patients had acute purv- 
lent arthritis without pulmonary disease or penetrating 
wound to the joint. 

Postgonococcic Arthritis.—These patients developed 
sterile, purulent arthritis following culturally-proved 
gonococcic urethritis and vaginitis. In all instances the 
arthritis responded to definitive antimicrobial therapy, 
and rheumatoid arthritis has not, thus far, appeared in 
any patient. 

Miscellaneous Diseases.—Gouty arthritis, rheumatic 
fever (active), scleroderma, periarteritis nodosa, and 
Charcot joint require no further explanation of criteria 
for diagnosis. All were established on proper clinical 
and laboratory grounds. 

In the nonrheumatic group are those patients with 
established clinical diagnoses other than in the rheu- 
matic disease group. Among these, however, are 
patients with diseases often accompanied by arthral- 
gias (ulcerative colitis, osteoporosis, fracture into 
joint ); diseases associated with abnormalities of serum 
proteins (hepatic cirrhosis, multiple myeloma); dis- 
eases comonly included among the collagen disorders 
(chronic glomerulonephritis, rheumatic heart disease 
[inactive] ); and specific chronic infections (syphilis. 
pulmonary tuberculosis) known to produce bizarre 
results in some nonspecific serologic tests. In 14 pa- 
tients the diagnoses were unestablished, but were of 
nonrheumatic disease. Seven patients were considered 
to have no disease. 


Technique 


The technique of the drop latex fixation test is re- 
ported elsewhere ° but is reviewed here in brief for 
purposes of clarity: To prepare the antigen, mix 0.1 ml. 
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nf stock suspension of latex particles (mean diameter 
117.) with 9.5 ml. of borate buffer (pH 8.2) in a test 
nibe. Add 0.5 ml. of gamma globulin (poliomyelitis im- 
mune globulin containing 150 mg. of gamma globulin 
was diluted so that each milliliter contained the recom- 

S nended 5 mg. per milliliter). Mix by inverting several 
times and store in refrigerator until needed. ( Usually, 
the antigen is used but one day; however, we have 
found it to be unchanged on the second and even the 

| shird day. Regardless of the length of storage, it should 
be mixed by inverting just prior to use. ) 

The initial dilution of all test serums is 1:20. As a 
routine procedure this is accomplished by mixing 1 
drop of serum (no previous treatment necessary ) into 
| ml. of the borate buffer. Frozen serum may be used. 
Serum should be frozen if it is not to be used im- 
mediately. 

Two drops of each serum (1:20) to be tested are 
added to small culture tubes (12 by 75 mm.) with 
disposable capillary pipets (these were found to be of 
fairly uniform bore—they should be long enough, 5 
in. to reach the bottom of the tubes). Two drops of 
antigen are now added to each tube. After mixing by 
shaking the test tube rack, incubate the tests in a 37 or 
56 C water bath for 30 minutes. The tubes are centri- 
fuged (angle centrifuge) at approximately one-third 
speed (1,000 rpm for one minute). As soon as the 
centrifuge speed reaches the one-third setting, the 
centrifugation is discontinued and the tubes are re- 
moved and read by slanting them and observing under 
reflected light. A positive test is indicated by dis- 
cemible aggregation, a negative test by absence of 
aggregation. Two controls are included: (1) 2 drops 
of a known negative serum (1:20) plus 2 drops of 
antigen, and (2) 2 drops of buffer plus 2 drops of 
antigen. The serum control was found to be extreme- 
ly valuable, since the 1:20 dilutions of test serum have 
a viscosity greater than that of the buffer and lead to 
dubious results. 

All serums founds to be positive or doubtful are 
titrated. For each titration, 9 tubes (12 by 75 mm.) are 
placed in a rack. Two drops of the buffer are added to 
each of the tubes but the first. Two drops of the 1:20 
test serum are added to the first tube (this permits an 
additional check on the screening procedure) and 2 
drops to the second tube in the series. The contents of 
the second tube are mixed by agitating the tube 
(shaking), and 2 drops of the 1:40 dilution are trans- 


TaBLe 1.—Results of Latex Fixation Test in 907. Patients 


; No. No. Total % 
Diagnosis Positive Negative No. Positive 
Rheumatoid arthritis ................ 245 46 291 84.2 
Rheumatie disease without 
rheumatoid arthritis ............... 15 399 414 3.6 
Nonrheumatic diseases ............... 11 191 202 54 
271 636 oO 


ferred to the third tube. The mixing and transferring 
are repeated throughout the series. Two drops from 
the last tube are discarded. The serum dilutions range 
from 1:20 through 1:5,120. Two drops of the antigen 
are added to each tube, and the incubation (tubes are 
shaken first) is done as before. Controls are included. 
After centrifugation, the last serum dilution giving 
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demonstrable aggregation (compare with controls ) is 
the titration end-point. For purposes of screening, all 
patients with a positive result in the first tube ( dilution 
1:20) are considered to have a positive latex fixation 
test. 


TaBLe 2.—Data on Forty-six Patients with Rheumatoid Arthritis 


Who Had False-Negative Latex Fixation Tests 


Case Activity Current Sed. Rate Tected, 
No Stage Class or Grade rreatment (Wintrobe) No 
1 2 1 Steroids 4 1 
2 1 ] Prodromal Steroids 8 1 
3 1 2 ] Steroids tt 1 
4 1 1 1¢ Steroids 7 
5 1 1 1 Salicylates 
( 1 1 Inactive None w 1 
7 1 1 2 Gold 9 8 
8 1 Gold 1 
9 1 2 2 Gold 
10 1 1 1 Steroids ; 8 
11 1 1 1 None 1 
12 1 1 1 Steroids 12 2 
13 1% 1 1 None ) 
14 1 1 1 Salicylates 2 
15 2 3 8 Steroids 33 , 
16 2 1 1 Gold sO g 
17 2 1 2 Gold 4 
18 2 2 2 Steroids ad 1 
19 2 3 2 Steroids 8 4 
20 3 2 2 Gold 40 8 
21 3 2 2 Steroids 1 
22 4 4 Burned-out Steroids "1 1 
23 4 1 Inactive None 6 ] 
24 4 1 1 None 1b 1 
25 2 3 2 Steroids and gold ” 1 
26 1 ] Salicylates 
27 2 2 3 Gold 42 1 
28 1 1 Multiple 31 1 
29 1 1 2 Steroids ig ] 
30 1 1 2 Multiple 1 
31 4 4 Burned-out Steroids $2 1 
32 3 3 2 Multiple pa) 1 
33 4 3 2 Multiple 1 1 
34 1 ] 1 Steroids 1 1 
35 3 2 2 Steroids i 1 
36 1 1 2 Steroid- 1 
37 2 1 2 Steroid- 1 
38 1 ] 2 Steroids ] 
3 2 2 Steroids 1 
40 1 1 1 Salicylates 16 1 
41 2 2 2 Steroids 43-20 2 
42 2 2 2 Steroids 1 
43 2 » Steroids 1 
44 4 4 1 Salicylates 5 1 
45 4 3 1 Gold 21 1 
46 3 1 1 Gold 6 1 
*Symptoms of rheumatoid arthritis without objective evidence 


+ Wrist joint swelling without other objective evidence of disease 


3 No objective signs of rheumatoid arthritis 


Results in Rheumatic Disease Group 


Rheumatoid Arthritis —Of 705 patients considered 
to have rheumatic disease (table 1), 291 met the 
clinical criteria for diagnosis of rheumatoid arthritis. 
Of the 291, 245, or 84.2%, showed positive latex fixa- 
tion tests. This compares favorably with the results of 
others using various sheep cell agglutination tech- 
niques for the serologic identification of rheumatoid 
arthritis.° 

The false-negative reactions among the rheumatoid 
arthritis group are tallied individually in table 2. In- 
cluded are patients with stage and class of disease 
from 1 to 4. In many cases, however, the disease is of 
low grade of activity, inactive, or completely sup- 
pressed by steroids or gold therapy. In some instances, 
this is based on clinical evidence alone. In others, 
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however, concomitantly determined sedimentation 
rates are relatively low or normal. (One should not 
conclude, however, that adequate suppression by ster- 
oid or gold therapy will necessarily inhibit the latex 
fixation test in a patient with active rheumatoid arthri- 
tis. Many of the patients with positive latex fixation 
tests have adequate suppression of objective activity 
by therapy. In general, however, the greater the activ- 
ity, duration, and extent of disease, the higher the 
titer of the latex fixation test.) 


TABLE 3.—Results of Latex Fixation Tests in 414 Patients with 
Rheumatic Diseases Other than Rheumatoid Arthritis 


No. No. Total 
Diagnosis Positive Negative No. 
Rheumatoid spondylitis ..............csccece 0 30 30 
Disseminated lupus erythematosus........... 2 15 17 
Bheumatic fever 1 12 13 
Diffuse collagen disease.............. manatees 1 4 5 
Postgonococtic arthritis 0 3 3 
0 2 2 
Chareot’s neuroarthropathy ...............- 0 2 2 
0 3 3 
Periarteritie nodosa (fatal)..........ccccceces 1 1 2 
Tubereulous spondylitis 0 1 1 


Also having the negative reactions were patients 
with atypical or mild disease (cases 1, 3, 6, 13, in table 
2) and patients with early or prodromal rheumatoid 
arthritis (cases 2, 4). Thus, in some of these, the 
diagnosis of rheumatoid arthritis could be questioned. 

Rheumatoid Spondylitis —Patients with proved rheu- 
matoid spondylitis were included in this group ir- 
respective of past or present associated peripheral 
joint disease. Although 3 of the 30 have now some 
involvement of distal joints by what is clinically active 
rheumatoid arthritis, no patient in this entire group 
has had a positive latex fixation test. Most have had 
repeated tests, with negative results. This lends some 
support to the thesis that the two diseases are at least 
serologically different. Similar results have been re- 
ported by others with the sheep cell agglutination 
technique.” 

Osteoarthritis.—Of 151 patients with clinical diag- 
nosis of osteoarthritis, 4 had positive latex fixation 
tests. It is not known whether the false reactors repre- 
sent failure of the test or incorrect diagnoses (table 4). 

Fibrositis—There were 5 false-positive reactors in 
45 patients with fibrositis. The same questions in clini- 
cal and serologic evaluation exist in these patients as 
in the osteoarthritis class (table 4). 

Disseminated Lupus Erythematosus.—There is ap- 
parently a distinct serologic separation of patients with 
rheumatoid arthritis from those with disseminated 
lupus erythematosus. In this respect the drop latex 
fixation test appears to offer a distinct advantage over 
the known sheep cell agglutination techniques, in 
which false-positive results frequently occur. However, 
the two false-positive reactions in this group occurred 
in patients who clearly did not have rheumatoid 
arthritis. 
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Scleroderma.—Of the three patients with sclerode,. 
ma, two, with inactive nonprogressive distra! scler 
derma, had a negative latex fixation test. The last . 
young woman with clinically active but slowly pro 
gressive scleroderma, who has never had any arthrop. 
athy, had a strongly positive latex fixation test (djl. 
tion 1:5,120) (table 4). This, of course, requires fy. 
ther investigation, no other comment being possibj. 

Others.—Patients with gouty or postgonococcic yy. 
thritis, infectious arthritis, syphilitic neuroarthropath 
psoriatic arthropathy, Reiter’s disease, tuberculoy 
spondylitis, serum sickness, and diffuse collagen dis. 
ease all had negative latex fixation tests consistent) 
The numbers of all but the group with gouty arthritis 
are too small to warrant inference. It is significa 
however, that the most desperately ill patients with 
unclassified diffuse collagen disease involving all f. 
brous structures, including synovial tissues, showed 
negative latex fixation tests. None are dead, none ar 
well, and none have settled down into clinical 
recognizable rheumatoid arthritis. 


Results in Nonrheumatic Disease Group 


Many patients in the nonrheumatic group were se. 
lected because of clinical association with the rhev- 
matic diseases, as in rheumatic heart disease, chronic 
ulcerative colitis, chronic glomerulonephritis, osteo- 
porosis, and healing stage of fracture into a joint 
Others were chosen because of known associated 
serologic abnormalities; i. e., multiple myeloma, cir- 
rhosis of the liver, histoplasmosis, and syphilis. The 
remainder are patients chosen at random from in- 
patient services. One hundred ninety-one of the 202 


TABLE 4.—Titer of False-Positive Latex Fixation Test in Patients 
with Rheumatic Diseases Other than Rheumatoid Arthritis 


Case Titer of 
No. Diagnosis Latex Fixation 
1:40 
1:40* 
14 Disseminated lupus erythematosus 1:640 
15 Disseminated lupus erythematosus .................- 1:640 


16 Periarteritis nodosa 


* Weak reaction. 
+ Repeat test negative. 


patients in this group had negative drop latex fixation 
tests. Two with positive reactions had a positive sero- 
logic test for syphilis (STS) (table 5). Both had histo- 
ries of adequate treatment for presumed latent syphilis. 
(Five patients found to have a positive STS with 
unassociated disorders had negative latex fixation tests. 
This will be discussed later. ) 

The remaining false-positive reactors in this group 
include a patient with cerebrovascular accident, one 
with generalized symptomatic osteoporosis, and the 
mother of one of the young patients with lupus erythe- 
matosus. (This woman has had arthralgias and may 
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leroder. 
‘ Sclerp have had rheumatoid arthritis in the past.) The over- Comment ) 
a ba all significance of the findings in the nonrheumatic For a test to meet the needs of physicians as an aid » 
a group lies in the low incidence of false-positive re- to clinical diagnosis or estimation of disease state, it 
TOp. > wit: ati 
t (dit actors among the hospital population, even though must be simple, short, easy to teach and perform, accu- 3 
res f chose because of clinical or rologic similarity to rate. sensitive. specific, reproducible, and Inexpensive 
ossibl f patients with rheumatoid arthritis. to initiate and carrv out. In addition, if such a test is 
Ossible 
‘tpg considered for mass screening or survey work, the 
ides Taste 3.-Diagnoses of Patients with Nonrheumatic Disease test must be stable for frozen serums; it must be adapt | 
= Who Had Negative Latex Fixation Tests able to running large numbers of serums in unit time ia 
ae meart dienes 3a and it must be reproducible not onlv by different tech 
dis Rheumatie 14 nicians in the same laborator\s but hy other technicians 
tent) irterioselerotie heart i aries na in other laboratories. The drop latex fixation test meets 
f all these requirements except possibly sensitivity. How i} 
x - ever, the 16% failure of detection occurred in some 
all f € arly, inactive, and thoroughly suppre d s of 
rheumatoid arthritis and only in an occasional instance 
re are 1 The reasons for these failures are unknown, but are 
ically BE Gastrointestinal dieorders Ds experienced to a like degree by those using standard 
Carcinoma of esophagus, stomach, a she I! te chnique 
The number of patients having false-positive tests 
is low (26 in 616). Fifteen of these come from the non 
Bepatitis. iniections 9 rheumatoid rheumatic disease group (totalling 414) 
Renal disease 7 
Steo- Had False-Positive Latex Fixation Tests 
The Splenomegaly ....... cob 2 2 Cerebroy ascular disease 1.320 
in- 2 3 Osteoporosis, generalized ...... 
Latent syphilis, treated: positive STS 
Pulmonary disease 14 
ents 7 Sulfonamide reaction ........... 
tion 10 Siekle cell crisis......... 1: 
1] Diabetic neuropathy 
Miscellaneous &3 
‘ Yr ‘ y ) 
Acute respiratory disease ............2.0.ececececececececeeececeees M suggesting that the incidence of false-positive reactions 
: mav not be greater in those ith nonrheumatoid rheu- 
if Mother of patient with lupus erythematosus.................0000 1 matic disease than mia general hospital population | 
Functional uterine bleeding Since the number of adults with active rheumatic 
Shigellosis duns 1 fever Was small, serums were obtained from chil- 
1 dren hospitalized because of active rheumatic fever 
These patients were not ex mined by either of us, but 
PSyehotic WITH CONETRETUTOS 3 the serums were obtained for a separate study for 
ine) hydrochloride jaundice.............. 1 validation of the serologic differentiation of rheumatoid 
LSE AEE ET 1 arthritis and rheumatic fever. The absence of a single | 
oma positive latex fixation test in this group is noteworthy 
1 failed to reveal significant correlation between serum 
: ron nag : reactivity to the antigens used for the STS and the 
In addition, 5 of 100 serums from patients with ac- 
Positive serology, syphilitic status undetermined.................. 4° 
: Monostatie fibrous dysplasia ...........0.csscceseceeceeccseceecenes 1 tive pulmonary tuberculosis were positive by latex 
2 fixation technique. Neither of these disorders should 
2 present any problem to the clinician in distinguishing 
| them from rheumatoid arthritis, unless the rheumatic 
if 
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disease and infectious process coexist. These findings 
are most interesting when considered in the light of 
the basic mechanism of the latex fixation test, about 
which literally nothing is known. An interesting side- 
light which should be investigated further is the occur- 
rence of a positive latex fixation test in some cases of 
serologically proved syphilis. There are two instances 
of overlap of lupus, positive STS, and positive latex 
fixatien test in this series. 


Summary and Conclusions 


The drop modification of the latex fixation test has 
been performed as a screening procedure on 2,000 
serums from 1,208 patients. Of 291 patients with rheu- 
matoid arthritis, 245 had positive serologic tests, for 
an over-all efficiency of 84.2%. There were 3.6% false- 
positive results among the 414 patients with non- 
rheumatoid rheumatic disease. None of these occurred 
in patients with rheumatoid spondylitis, gouty arthritis, 
or infectious arthritis due to any cause. False-positive 
reactions occurred rarely in disseminated lupus erythe- 
metosus, acute rheumatic fever, and in unclassified 
diffuse collagen disease. These results compare favor- 
ably with those reported for the various sheep cell 
agglutination tests for serologic detection of rheuma- 
toid arthritis. 

Because of ease, simplicity, speed, specificity, rela- 
tive sensitivity, inexpensiveness, and adaptability to 
large volume work, the drop latex fixation test has 
been used in this study to determine its value as a 
single laboratory diagnostic procedure in rheumatoid 
arthritis. It appears that the drop latex fixation test 
offers the only convenient specific laboratory aid to 
clinical evaluation of presence or absence of rheuma- 
toid arthritis. Further studies as to the mechanism 
and adaptability of the test are in progress. Work is 
presently being done to adjust the test to encompass 
the more deliberate examination of the so-called false- 
negative serums. If the test is found to be as consist- 
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ently reliable as it appears thus far to be, its ise jy 
large clinical studies and perhaps mass-screening pro. 
cedures will be indicated. 


‘1211 Dublin Rd. (8) (Dr. Rothermich). 
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Chlorpromazine Toxicity.—Chlorpromazine-induced jaundice is of the intrahepatic cholestatic 
type, and there is usually no associated hepatocellular damage. Nevertheless, several deaths 
from chlorpromazine hepatitis have been reported. Since the clinicopathologic syndrome of 
primary intrahepatic cholestasis may have diverse causes, the jaundice may offer considerable 
difficulty in differential diagnosis. Jaundice may occur several weeks after discontinuing the 
drug, and it may persist for many months, irrespective of the amount of drug given. In cases 
of obstructive jaundice in which careful questioning of the patient discloses recent intake of 
even small amounts of chlorpromazine, operation should be deferred until a complete investi- 
gation is made to rule out the possibility of drug toxicity. The transaminase test is valuable in 
excluding the possibility of concurrent exposure of patients to other hepatotoxic or icterogenic 
agents or conditions. Increased transaminase activity has been found to precede the develop- 
ment of j.xundice from chlorpromazine. During the first two months of therapy . . . a urinalysis 
[should] be done for bile twice a week, and... frequent white cell counts [should] be made 
during this period . . . especially when fever, sore throat, or skin eruption suggests the presence 
of sensitivity to the drug. If the blood serum appears icteric, serum bilirubin, alkaline phos- 
phatase activity, and other liver functions studies are indicated, as all cases of toxic reactions 
should be carefully studied. However no laboratory data can be substituted for careful, con- 
tinued, clinical observation of the patient. It would seem wise to avoid chlorpromazine therapy 
when infectious hepatitis is endemic, in the presence of liver disease, in malnourished patients, 


and when other potentially hepatotoxic agents have been used.—Lieut. Col. W. L. Craddock, 
M.C., U. S. Army (Res.), Toxic Effects of Chlorpromazine, United States Armed Forces Med- 
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ETIOLOGY OF THE TRANSIENT CEREBRAL STROKE 


Sanford F. Rothenberg, M.D. 


and 


Eliot Corday, M.D., Los Angeles 


The etiology of sudden, transient focal cerebral 
vascular disturbances has been the subject of con- 
siderable controversy.’ Such disorders include hemi- 
plegia, monoplegia, hemianesthesia, aphasia, and visual 
disturbances. They occur suddenly and often disappear 
rapidly, sometimes within a few minutes. Conscious- 
ness is frequently maintained. In the absence of other 
obvious causes for these attacks, it has been convenient 
in the past to attribute them to cerebral angiospasm. 

Recent investigations,’ however, have raised serious 
doubt concerning the ability of cerebral arteries to 
contract. It is, of course, well known that many visceral 
and other arteries are capable of constriction in re- 
sponse to various stimuli. These vessels are supplied 
with adequate musculature and innervation which 
function to narrow the arterial caliber. The cerebral 
arteries, however, as shown by Pickering,'” are lacking 
in vasoconstrictor innervation and musculature. It is 
difficult to see, therefore, how contraction of these 
vessels can occur. Hence, Pickering suggested that 
small focal cerebral vascular disturbances might be 
embolic or thrombotic in origin. Others have suggested 
that “small strokes” may be the result of minute cere- 
bral hemorrhages. The duration of dysfunction in such 
episodes would presumably be related to the adequacy 
of the local collateral circulation. 

Despite the evidence presented by Pickering, many 
clinicians still regard cerebral angiospasm as_ the 
mechanism responsible for small strokes. The pre- 
sumed presence of cerebral angiospasm is the basis 
for anesthetizing the stellate ganglion in some in- 
stances of cerebral vascular disorders. This procedure 
is supposed to abolish or prevent cerebral vasospasm 
by blocking vasoconstrictor impulses to the affected 
vessels. However, it has been postulated that anes- 
thetization of the stellate ganglion improves the 
cerebral circulation by its effect on the systemic 
circulation or the extracranial arteries rather than by 
abolishing spasm of the intracranial vessels. 

Because of the difference of opinion concerning the 
actuality of cerebral angiospasm, it was decided to 
investigate this question experimentally. The animals 
chosen for this study were rhesus monkeys, whose pial 
vessels are similar anatomically to those of man. Our 
results differ from those of Forbes and co-workers,” 
who mainly observed dogs and cats. However, the 
interpretation and statistical significance of their re- 
sults have been questioned.’* We used monkeys be- 
cause of the closer correlation of the cerebral 
vasculature of this species to Homo sapiens. As a result 
of this study, it was concluded that these vessels do 
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Hemiplegia, monoplegia, hemianesthesia, apha- 
sia, and visual disturbances are all manifestations o! 
sudden, transient focal cerebral vascular disturb. 
ances. Rhesus monkeys, whose pial vessels are 
similar to those of man, were studied to clarify the 
etiology of these transient cerebral strokes. The re- 
sults of the experimental studies suggest it is unlikely 
that cerebral angiospasm can occur, but rather that 
the transient cerebral stroke is due to cerebral 
thrombosis, embolism, hemorrhage, or vascular in- 
sufficiency. The concept of cerebral vascular insuffi- 
ciency which explains many of the transient 
neurological disorders is caused by disturbances of 
the systemic circulation in the presence of cerebral 
artery narrowing. 


not constrict on direct external stimulation of various 
kinds, nor does active contraction occur after systemic 
administration of various agents. 


Methods and Results 


Fifteen rhesus monkeys were anesthetized with 
pentobarbital in doses of 0.5 grain (0.032 Gm.) of the 
drug per kilogram of body weight. An opening was 
made in the skull, and the meninges were reflected or 
removed over the area to be studied. In two experi- 
ments, a Lucite window was screwed tightly in place 
over the exposed pial surface. With a special camera, 
photographs of the blood vessels were made; these 
were later projected on a screen and magnified about 
500 times. This magnification permitted accurate 
measurements of the width of the vessels and of any 
significant changes in their caliber. 

Photographs were made before and after each of 
the following procedures, with the camera kept in 
the same position throughout the experiment: (1) 
stroking the pial surface with an applicator (fig. 1); 
(2) application of hot and cold stimuli to the pial 
vessels (fig. 2); (3) local application of epinephrine; 
(4) administration of epinephrine and arterenol 
intravenously (fig. 3); (5) bleeding from the femoral 
artery; (6) blood transfusion; and (7) administration 
of hexamethonium ( Bistrium) bromide (fig. 4). The 
purpose of the first three procedures was to observe 
the effect of direct stimulation of various kinds upon 
the caliber of the pial vessels. The last four procedures 
were designed to determine the effect of marked 
variations in systemic blood pressure. 

It was noted that, when ice or heat was applied to 
the pial blood vessels, no change occurred in the 
diameter of the vessels (fig. 2). When the pial surface 
was stimulated by stroking (fig. 1) or when epi- 
nephrine was applied topically, the size of the blood 
vessels did not change. When the blood pressure was 
raised by the administration of epinephrine or ar- 
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terenol, the diameter of the blood vessels in- 
creased considerably (fig. 3). When hypotension was 
produced by bleeding the animal, the blood vessels 
decreased in size. However, if the animal was then 
given a transfusion, the blood vessels returned to their 
normal size. When the blood pressure was lowered 

by the administration of hexamethonium bromide 
(fig. 4), the diameter of the blood vessels was again 
decreased. 


© 


Fig. 1.—Photomicrographs of pial vessels in rhesus monkey. 
A, before stroking arterioles with applicator. B, after stroking 
arterioles with applicator. Note that the vessels remain the 
same caliber even though the stimulation has produced capil- 
lary hemorrhages. 


Comment 


The results of these experiments indicate that ex- 
ternal stimulation of the pial vessels of the rhesus 
monkey does not produce changes in the diameter of 
these vessels. No difference in their caliber could be 
demonstrated after stroking the vessels or after the 
application of hot or cold stimuli. These findings 
strongly suggest that spasm of these vessels does not 
ocenr. at least not from external stimulation. It is con- 
ceivable, however, that if it were possible to stimulate 
these vessels in the same manner from within, different 
results might be observed. 

Changes in the diameter of the pial arterioles were 
observed when significant changes in the systemic 
blood pressure were produced. When the blood pres- 
sure was reduced by administration of hexamethonium 
bromide or by bleeding, there occurred a correspond- 
ing reduction in the size of the pial vessels. When the 
blood pressure was raised by the administration of 
pressor agents or by transfusion, there was a cor- 
responding increase in the caliber of the pial vessels. 
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These changes thus appear to be entirely passive an 
dependent upon the level of the pressure within th, 
vessels. 

Of course, radiologists have claimed that they hay, 
demonstrated narrowing of the cerebral arteries wit 
the injection of iodopyracet ( Diodrast ) compound int 
carotid arteries. Walker,** after viewing 800 cases of 
cerebral angiography, stated that he was not jp. 
pressed that spasm of the intracranial arteries occurs 
and that he was unable to demonstrate spasm by using 
iodopyracet compound in the experimental animal 
In cerebral angiography the results are influenced } 
the techniques, the rapidity of injection of the con. 
trast medium, systemic blood pressure, and the phase 
of cardiac cycle. If the results are to be compared 
critically, all these factors must be uniform. It has 
been demonstrated that the extracranial carotid 
arteries may constrict; therefore, it is theoretical) 
possible that the radiologic changes which occur on 
one side of the brain might be only a reflection of the 
spasm of the large extracranial arteries rather than 
of the pial arterioles. 

The results of these experiments thus support the 
view that cerebral angiospasm does not occur, at least 
in the pial vessels. When variations in the caliber of 


Fig. 2.-Photomicrographs of pial vessels in rhesus monkey. 
A, before application of ice to surface of brain. B, after applica- 
tion of ice to surface of brain. Note that the caliber of the 
arterioles does not change. 


these vessels were observed, they invariably followed 
changes in systemic blood pressure. This finding is in 
accord with the phenomenon of cerebral vascular in- 
sufficiency described by us and our co-workers * in 
1953. Interest in this subject was aroused by the ob- 
servation of sudden hemiplegia in a patient who had 
just suffered a severe gastric hemorrhage associated 
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with « marked fall in blood pressure. As soon as the 


E blood pressure was restored to normotensive levels, 


the hemiplegia disappeared. 

This observation led to a series of experiments in 
the monkey designed to elucidate the mechanism of 
this phenomenon.” It was shown that transient electro- 
encephalographic abnormalities occur when systemic 
hypotension is produced in animals whose carotid 
arteries were narrowed on one side by a graduated 
occlusive clamp. It was further demonstrated that the 
electroencephalographic changes could be reversed 
when the animal's blood pressure was restored to 
normal by transfusion or by the administration of 
vasodepressor drugs. It was shown that the electro- 
encephalographic changes were due to the drop in 
blood pressure itself and not to anemia. Thus it ap- 
peared that a condition closely analogous to coronary 
insufficiency can occur with respect to the cerebral 
arterial system, and because the physiological phe- 
nomenon resembled that which occurs in the myo- 
cardium with narrowing of the coronary vessels, we 
termed the condition “cerebral vascular insufficiency.” 

Many observers have reported cases in which tran- 
sient or permanent focal and generalized signs or 
symptoms occurred in the presence of occluded cere- 
bral arteries.* However, this was the first time that 
it could be demonstrated experimentally that reversi- 
ble ischemic signs could develop in the brain due to 
narrowing of the cerebral vessels without complete 
occlusion.* In these studies, the development of cere- 
bral ischemia (infarction) would seem to result from 
inadequacy of the collateral circulation in the presence 


Fig, 3.—Photomicrographs of pial surface in rhesus monkey, 
demonstrating that the arterioles of the brain increase in caliber 
as the systemic blood pressure is raised by parenteral admin- 
istration of epinephrine. A, before administration of epinephrine, 
blood pressure 96 mm. Hg. B, after administration of epi- 
nephrine, blood pressure 130 mm. Hg. 


of hypotension. On the contrary, when the pressure 
was maintained at normotensive levels: the collateral 
blood flow was apparently capable of preventing the 
occurrence of significant ischemic changes in the 
region usually supplied by the narrowed artery. 
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The results of the experimental studies strongly 
suggest that localized narrowing as the result of 
arteriosclerosis or congenital defect would predispose 
the patient to focal neurological changes in such form 
as hemiplegia and hemianesthesia when a hypotensive 
state occurs or when there is a disturbance of systemic 
hemodynamics. The immediate factor responsible for 
these focal cerebral changes is a deficiency of systemic 
blood pressure required to sustain the capillary blood 


+ 


Fig. 4.—Photomicrographs of pial arterioles in rhesus monkey, 
demonstrating that arterioles decrease in size as systemic blood 
pressure is lowered by administration of hexamethonium ( Bis 
trium) bromide. A, before administration of hexamethonium, 
blood pressure 132 mm. Hg. B, after administration of hexa 
methonium, blood pressure 54 mm. Hg 


flow necessary to permit adequate cerebral cell me- 
tabolism. When the blood pressure is normal, the 
capillary pressure distal to the narrowed or obstructed 
vessels is sufficient to supply the demands of cellular 
metabolism. The cells of the nervous system are par- 
ticularly vulnerable to nutritional deprivation; their 
blood supply cannot long be withheld without the o« 
currence of severe and irreversible damage. It is well 
known that generalized cerebral effects can result 
from hypoxemia, hypoglycemia, and anemia per se 
without a hypotensive state being present. However, 
it should be emphasized that the localized changes of 
cerebral vascular insufficiency occur mainly as a re- 
sult of hypotension, a diminished cardiac output, or a 
diversion of systemic blood flow to the extremities. 
These focal changes include convulsive seizures, focal 
paralysis, aphasia, astereognosis, unilateral blindness, 
homonymous hemianopsia, hemianesthesia, and hemi- 
plegia. However, if the condition is of a more severe 
nature, general cerebral signs such as confusion, 
syncope, and coma may result. 

The concept of cerebral vascular insufficiency would 
appear in many instances to offer a more satisfactory 
explanation for transient cerebral disturbances than 
has previously been advanced. This seems especially 
true in cases in which the same vessel is repeatedly 
involved. It is not likely that thrombosis or embolism 
with recanalization would recur several times in a 
single artery. Nor, in view of the experimental evi- 
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dence presented earlier in this paper, does it seem 
probable that cerebral vascular spasm is responsible 
for these phenomena. 

Cerebral vascular insufficiency may be brought 
about by a number of different conditions. The causes 
are as follows: (1) hemorrhagic shock, (2) coronary 
shock, (3) anaphylactic shock, (4) insulin shock, (5) 
traumatic shock, (6) antihypertensive drugs, (7) post- 
sympathetic disorders, (8) hypersensitive carotid 
sinus, (9) reflex vasodepressor phenomena, (10) 
postural hypotension, (11) gravitational states (avia- 
tion), (12) sleep (upright position), (13) surgi- 
cal procedures, (14) anesthetics, (15) cardiac arrhy- 
thmias, (16) congestive heart failure, (17) pulmonary 
hypertension, (18) angiography, (19) thermal vaso- 
dilatation, (20) hypothermia, (21) Valsalva’s maneu- 
ver, (22) pulmonary embolism, (23) labyrinthitis, and 
(24) sedative-hypnotic intoxication. It will be noted 
that the factor common to all of them is systemic 
hypotension, or a disturbance in systemic hemody- 
namics. 

Among the more frequent conditions leading to 
cerebral vascular insufficiency are hemorrhagic shock, 
coronary shock,’ cardiac arrhythmias, and carotid 
sinus hypersensitivity.” It has been pointed out that 
patients may manifest cerebral phenomena as the only 
presenting symptoms in the presence of acute myo- 
cardial infarction or cardiac arrhythmias. In such 
cases, the cardiac condition may be overlooked or 
thought unrelated to the symptoms of the nervous 
system unless one is aware of the possibility of cere- 
bral vascular insufficiency resulting from cardiac dis- 
orders. 

It is of great practical importance to recognize 
cases of cerebral insufficiency, since only prompt 
correction of the hypotensive state can prevent irre- 
versible cerebral damage. 

In view of the absence of vasoconstrictor innerva- 
tion of musculature in the pial vessels, as demonstrated 
by Pickering,’” and the results of the experiments 
described in this paper, it appears unlikely that pri- 
mary cerebral angiospasm can occur. 


Conclusions 


Experiments performed on the rhesus monkey sug- 
gest that cerebral angiospasm does not occur. Tran- 
sient cerebral strokes are due to cerebral vascular 
insufficiency, thrombosis, embolism, or hemorrhage. 


J.AM.A., Aug. 31, 


Cerebral vascular insufficiency is due to either cereby, 
vascular narrowing or an occlusion in the presence of 
systemic hypotension. Prompt correction of the cond. 
tion causing the hypotensive state in cerebral vasculy; 
insufficiency will prevent permanent cerebral damage 
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Atherosclerosis.—The evidence is fairly conclusive that the circulating lipoproteins are the 
source of the increased lipids found in atherosclerotic vascular walls. The physical state and 
particle size of the lipoproteins are important, probably due to the filtration properties of the 
vessel] walls. Studies of numbers of mast cells in animals and humans, and of circulating hep- 
arin levels, indicate that decreased heparin production in the body may be etiologically impor- 
tant in the accumulation of large amounts of circulating low-density serum lipoproteins. An 
unfavorable chemical balance of androgen over estrogen often results in increased levels of beta 
lipoproteins, which appears to be the prerequisite to atherogenesis. Treatment of 12 patients 
with 0.02 mg. of ethinyl estradiol daily for seven weeks failed to produce consistent laboratory 
improvement. Factors such as hypertension, diabetes mellitus, nephrosis, myxedema, local fac- 
tors in the vascular wall, race, and eating habits unfavorably influence atherosclerosis. — Col. 
H. C. Gibson, Etiologic Aspects of Atherosclerosis, United States Armed Forces Medical Jour- 
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POSTERIOR PERFORATING PEPTIC ULCER 
Herbert D. Adams, M.D. 


and 


John R. Ross, M.D., Boston 


This study was undertaken in view of frequent diffi- 
culties in diagnosis and management of posterior per- 
foration as a complication of peptic ulcer, both gastric 
and duodenal. Symptoms of perforation may occur at 
anv time during the history of peptic ulcer in an indi- 
vidual case. In fact, the first indication of the presence 
of a peptic ulcer may be the appearance of symptoms 
caused by perforation. Conditions governing whether 
or not perforation is to occur are not necessarily so 
conventional as commonly encountered in recurrent 
nonperforating peptic ulcer. Those ulcers that even- 
tually perforate seem to involve a combination of 
“virulence” and intractability as well as constitutional 
or tissue susceptibility to perforation. The location or 
even the presence or absence of pain due to a posterior 
perforating peptic ulcer is dependent upon the depth 
of the perforation into the pancreas. The encroach- 
ment on adjacent viscera and somatic nerve fibers 
necessarily broadens and varies the extent of the pain 
experienced by the patient. In addition, marked varia- 
tion also characterizes the appearance of the objective 
signs. 

Objective Signs 

The extreme degree of edema, induration, and ad- 
hesions to adjacent structures, often associated with 
such perforations into the pancreas, on roentgenologic 
examination often are indistinguishable from cancer 
of the stomach or pancreas. When bizarre pain in the 
abdomen, chest, and back is present, although other 
conditions may be given prior consideration, pan- 
creatic penetration of posterior wall peptic ulcer 
should be considered in the differential diagnosis. The 
condition should also be suspected when pain from 
peptic ulcer becomes intractable under well-super- 
vised and intensive treatment. This impression can be 
confirmed by roentgenographic demonstration of a 
sharply circumscribed accumulation of barium upon 
the posterior wall of the stomach or duodenum. Under 
these circumstances, a sign which is almost pathog- 
nomonic of pancreatic penetration is the demonstration 
of a broad zone of radiolucency (“halo” effect) about 
the pocketed barium upon the application of pressure 

at the site of the lesion. The usual stellate pattern of 

the mucosal folds visualized radiographically converg- 
ing upon an ulcer crater is, in posterior perforations, 
lost at the zone of radiolucency about the crater 

(fig. 1). The breadth of this nonopaque zone is pro- 

portionate to the depth of the perforation and the 

associated inflammatory reaction. Frequently, air con- 
trast mucosal studies, with the patient supine, add 
convincing evidence to this diagnosis. 

A patient with the presenting symptom of pain, 
particularly steady, continuous, and severe pain in the 
upper part of the abdomen or lower thoracic or back 


From the Department of Surgery (Dr. Adams) and the De- 
partment of Gastroenterology (Dr. Ross), the Lahey Clinic. 


© Analysis of 100 consecutive cases of posterior 
perforating peptic ulcer revealed that a patient with 
the presenting symptom of pain, particularly steady, 
continuous, and severe in the upper part of the 
abdomen or lower thoracic or back regions, often 
bizarre and not characteristic of ulcer pain, may 
well have a posterior penetrating peptic ulcer. The 
first indication of the presence of a peptic ulcer may 
be the symptoms caused by perforation. The location 
or even the presence or absence of pain due to a 
posterior perforating peptic ulcer is dependent upon 
the depth of perforation into the pancreas. When 
the diagnosis has been established clinically and 
intractability is apparent, surgical intervention 
should be undertaken as early as possible to relieve 
the patient of his severe pain and also to avoid 
more serious complications associated with the 
pancreas. 


regions, often bizarre and not particularly character- 
istic of ulcer pain, may well have a posterior penetrat- 
ing peptic ulcer. At one extreme, some of these pa- 
tients show little, if anything, on gastrointestinal x-ray 
study and thus have been branded psychoneurotics. 
At the other extreme, some of these patients show 
great deformity of either the stomach or the pancreas, 
strongly suggesting carcinoma of those organs; how- 
ever, this may be difficult to differentiate even at the 
time of exploration. 
Review of Cases 


One hundred consecutive cases of posterior per- 
forating peptic ulcers were analyzed. Of the 78 males 
and 22 females with the condition, 82 were between 
the ages of 30 and 60 years. The presenting symptom 
of pain was severe in 72 patients and was located in 
the epigastric and back regions in 91 and 23 respec- 
tively. Emesis was a symptom in 5] patients, and 9 
had had a previous hemorrhage. Obstructive symp- 
toms were present in 19. 

The diagnoses were duodenal ulcer in 66 cases, with 
one at first thought to be carcinoma; gastric ulcer in 
29. with 5 at first clinically designated carcinoma; and 
carcinoma simplex in one, which at first had been 
thought a case of gastric ulcer. There was no roent- 
genographic examination in the remaining four pa- 
tients. There were five deaths, two due to peritonitis 
and one each to intestinal obstruction, pneumonia, 
and cerebral infarction after a fall that occurred post- 
operatively. 

Complications and Their Prevention in 
Surgical Treatment 
When the diagnosis has been established clinically 
and intractability is apparent, surgical intervention 
should be undertaken as early as possible to relieve 
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the patient of his severe pain and also to avoid more 
serious complications associated with the pancreas. 
The treatment of choice is subtotal gastrectomy, but 
the morbidity and mortality is higher in this group 
because of the higher incidence of serious complica- 
tions primarily related to the duodenal stump or asso- 
ciated with the pancreas. 


Fig. 1.—Roentgenogram of posterior penetrating ulcer, dem- 
onstrating the broad zone of radiolucency ( “halo” effect) about 
the pocketed barium upon application of pressure at the site 
of the lesion. 


Since in this group of complicated ulcers the chief 
hazards associated with resection are those relative 
to the pancreas and the duodenal stump, it is most 
apparent that one must carefully consider the basic 
causes for such complications and what measures can 
be taken to avoid them. It is generally agreed by all 
surgeons that one should have the greatest respect for 
the pancreas as a potential source of serious compli- 
cations when any type of surgery is being done in 
close anatomic relation to that important organ. Any 
trauma, even minor, incision into, or even break in the 
capsule may result in either a severe pancreatic reac- 
tion or a pouring out of secretions into the surround- 
ing tissues, with an associated potent enzymatic reac- 
tion and necrosis, delayed healing, and marked in- 
flammatory reaction in the adjacent tissues. Chemical 
necrosis and abscess and superimposed pyogenic in- 
fection on the resultant necrotic tissue lead to further 
complications. Clinically, these complications are 
chiefly acute pancreatitis, subhepatic or subdiaphrag- 
matic abscess on either side, biliary obstruction, pan- 
creatic fistula, necrosis and breakdown of the duo- 
denal stump with fistula, obstruction or leakage of the 
gastrojejunal anastomosis, or obstruction of either the 
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efferent or afferent loop. These complications ma, 
single or multiple, and all will produce serious ; 
bidity and mortality. 

Our experience has led us to believe that the , 
jority of these complications can be prevented 
certain technical precautions during resections of, 
adherent ulcers penetrating into the pancreas. Aj; 
time this portion of the stomach or duodenyy 
mobilized from the pancreas, meticulous care s}y 
be taken to avoid damaging or opening up pancrey 
tissue. This can be accomplished only by careful 
section, under direct vision, of the surrounding , 
herent wall, with mosquito forceps and meticu| 
hemostasis being utilized. When the actual bed of: 
ulcer is reached, no attempt should be made to diss 
deep to it. In the posterior perforated ulcer, 
stomach or duodenal wall is no longer present 4 
the base of the ulcer is represented by a granulatiy; 
sealed-off surface of the pancreas. The margin of ¢! 
ulcer should be carefully detached from the pancre: 
with the granulated ulcer bed being left on the px 
creatic surface undisturbed (fig. 2). 

The duodenal or stomach wall distal to the ule 
should then be carefully dissected from the pancre: 
until sufficient good pliable wall is developed to pe: 


mit satisfactory closure of the stump. This procedw 


Fig. 2.—Margin of ulcer is carefully detached from pancre 
leaving granulated ulcer bed on pancreatic surface undisturbe¢ 


should preferably be a three-layer closure: a mucosi! 
layer made by inverting continuous absorbable surg 
ical sutures; a serosal-muscular layer made by cot: 
tinuous, inverting, Lembert, absorbable surgical su- 
tures; and finally a serosal-muscular layer of inter: 
rupted Lembert sutures of silk. Turning in large 


Vol 
aly 
av 
bu 
Tro 
bx 
\\ \ //// 
AN 
Wy 
YZ YY ‘a 
| 
i 
a 


NS may 
riOus p 


vented 


OnS ot + 


as. At} 


denun 
ire shi 


reful 

iding , 
leticu| 
ed of 
diss, 
leer, | 
sent a 


nulatin, 


n of 
ANCreg 
the pa 


ulce 

to per: 
»cedur 


31, If 


Vol. 164, No. 18 


amounts of wall with each of these layers should be 
avoided. The completed suture line should not be 
buried in the pancreas, but the stump and the sur- 
rounding pancreatic surface should be covered with 
adjacent mesentery with interrupted sutures. 

The stomach is then mobilized on both mesenteric 
borders, with the left gastric artery and the short 
gastric arteries ligated so that approximately two-thirds 
to three-fourths of the stomach may be resected. If a 
high resection is done, the anatomy in most patients 
is such that it is difficult to apply a von Petz clamp 
satisfactorily at this level. If such a clamp cannot be 
used satisfactorily and in order to obtain the satisfac- 
tory hemostasis that is absolutely essential for excel- 
lent function of the gastrojejunal stoma, the following 
technical method has been developed. The serosal 
and muscularis layers of the stomach are carefully in- 
cised transversely across the stomach, both front and 
back, at the approximate level of resection, with ex- 
posure of the large vessels as they lie in the sub- 
mucosal layer. These well-visualized vessels are then 
ligated in continuity individually with fine silk su- 
tures (fig. 3); this will control effectively the major 
portion of the bleeding from the transected stomach 
edges when this final layer is divided. This avoids the 
difficulty of securing these vessels, which retract under 
the mucosa if all layers of the stomach are simply cut 
across. 

Since British investigators ' have shown conclusively 
that there are arteriovenous communications in the 
vascular bed of the stomach wall, it is obvious why 
these blood vessels in the gastric wall have such high 
pressure and bleed so profusely and why the stomach 
will survive when such a great part of its major blood 
supply is shut off during various types of surgical 


LOWER % OF STom. ~ 
TO BE RESECTED 


DISTAL JEJ. 


Fig. 3.—A, serosal-muscularis layers incised, exposing large 
vessels in submucosal layer. B, ligation of large vessels in con- 
tinuity individually. 


procedures. If any of these vessels with high pressure 
are not meticulously ligated in that portion of the 
stomach wall used for the anastomosis, there will be 
varying degrees of submucosal hemorrhage and hema- 
toma surrounding the stoma; this will account for the 
delay in emptying the gastric stump, which delay may 
last for days to weeks after the operation. This will 
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necessitate prolonged tube drainage until the hema- 
toma has been absorbed. In some cases, it is possible 
even to demonstrate this process by visualizing with 
barium a smooth doughnut-like ring around the stoma. 
In many cases, this postoperative delay in emptving 
of the gastric stump can be avoided by meticulous 
hemostasis, with the method described being used 


Fig. 4.—Completed anastomosis 


Another important technical point to be discussed 
is the desirability or the undesirability of twisting the 
jejunal loop in making the union with the stomach, 
in other words, whether the loop is placed isoperi- 
staltically or antiperistaltically. In addition, these latter 
designations are confusing, and the following termi- 
nology specifies more clearly: distal end of the jejunal 
loop to the lesser or greater curvature or, vice versa, 
proximal end of the jejunal loop to the lesser or 
greater curvature. As far as function per se goes, 
placing the loop in either direction is entirely satisfac- 
tory. We prefer not to twist the loop and to place the 
distal end of the jejunal loop to the greater curvature, 
because it accomplishes two things which placing the 
loop in the other direction does not (fig. 3b). 

First, it places the afferent functioning arm of the 
jejunal loop over in the left lateral gutter, far away 
from the dangerous area of the duodenal stump and 
uncovered pancreas, so that, if complications do occu 
in that area, this jejunal loop will not become involved, 
thus obstructing the stomach. Everyone is aware that 
most patients will survive properly handled duodenal 
and pancreatic fistulas provided the stomach is not 
obstructed and proper nutrition can be maintained 
Patients in whom the afferent jejunal loop is obstructed 
will almost invariably be those in whom the loop is 
twisted with this afferent arm lying near or across the 
acute inflammatory reaction associated with duodenal 
stump or pancreatic complications. A feeding jejunos- 
tomy must then be resorted to, and usually this is un- 
satisfactory because of the length of time essential for 
recovering from these serious complications. Second, 
by not twisting the loop a shorter loop can be utilized 
establishing the anastomosis closer to the ligament of 
Treitz, since in the antecolic anastomosis the loop 
slides more laterally over the splenic flexure and does 
not have to ride over the more bulky transverse colon. 
Another point of importance is to suture the jejunal 
loop across the entire diameter of the stomach, but- 
tressing it over the closed portion of the stomach as 
well, in the Hofmeister modification, so that the jejunal 
loop does not hang by the stoma and has a broad 
attachment to the stomach in both planes (fig. 4). 
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Comment 


We are fully aware that many of these technical 
details are of a controversial nature and that there are 
other excellent methods of obtaining equally good 
results. These are factors of great importance, how- 
ever, and should be stressed more than they have been 
in the past. By means of the modifications in tech- 
nique discussed and, especially, complete avoidance of 
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even minor pancreatic injury and special 
measures to provide meticulous hemostasis at thie site 
of the anastomosis, a high percentage of complication: 
and poor function can be prevented. 
‘605 Commonwealth Ave. (15) (Dr. Adams). 
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SURVEY OF GASTROSCOPIC AND ESOPHAGOSCOPIC ACCIDENTS 


REPORT OF COMMITTEE ON ACCIDENTS OF THE AMERICAN GASTROSCOPIC SOCIETY 


Lieut. Col. Eddy D. Palmer (MC), U. S. Army 


and 


C. Wilmer Wirts, M.D., Philadelphia 


As one of its avowed responsibilities, the American 
Gastroscopic Society initiated, in 1955, a world-wide 
survey of experiences with gastroscopic and esophagos- 
copic accidents. The purposes were to determine the 
calculated risks of the procedures, as indicated by the 
combined experiences of many endoscopists, and to 
accumulate information on the circumstances which 
apparently contribute significant hazards to transoral 
instrumentation. Interpretation of the findings reported 
here, in efforts to find ways to circumvent accidental 
endoscopic injury in the future, is believed to be the 
privilege and responsibility of those who take an 
interest in the results. 

The data which make up this report must be evalu- 
ated cautiously. There are two main potential sources 
of misinterpretation. A questionnaire survey asks the 
participant for specific information, but often the cir- 
cumstances surrounding an endoscopic accident are 
such that specific answers cannot be furnished with 
unquestioned accuracy. For instance, the answer to 
the question of whether an esophageal perforation 
was recognized immediately or only after a delay 
sometimes must be based on very vague retrospective 
feelings about the course of events immediately fol- 
lowing instrumentation. Similarly, if the patient sur- 
vives a perforation without surgical exploration, it may 
be very difficult to specify with any assurance the 
actual site of the perforation; nevertheless, the answer 
must necessarily appear on the question sheet as a 
seemingly precise bit of information. 

Secondly, many of the data are of such a nature that 
it is easy to assume that they can be compared with 
each other. In the absence of information on the con- 
ditions which exist during endoscopy which is not 
attended by accidents, however, certain comparisons 
must not be attempted. Thus, most gastroscopic per- 

forations were made with an instrument of a certain 
design, but this is merely a reflection of the fact that 
most gastroscopists regularly employ instruments of 
this design, not that there is necessarily any inherent 
danger in it. The same is true for the anesthetic agents 
which caused most reactions. Similarly, individual 
accidents of the same general nature assume various 
degrees of severity, and many factors have a bearing 
on the outcome. If the results of surgical intervention 


* Over 890 endoscopists were asked to report acci- 
dents peculiar to their practice. A report was com- 
piled dealing with such accidents as encountered 
during a total of 267,175 gastroscopies and 40,540 
esophagoscopies. The purpose of this survey was to 
determine the calculated risks of these procedures 
and to accumulate information on the circumstances 
which apparently contribute significant hazards to 
transoral instrumentation. Perforation was the main 
problem, but anesthetic reaction was not an incon- 
siderable threat. The over-all accident rate in 
cases of gastroscopy was 0.079%, and in cases of 
esophagoscopy, 0.25%. The findings are interpreted 
in an effort to find ways to circumvent accidental 
endoscopic injury. 


after perforation seem better or worse than those of 
medical management, it is just as likely to be the 
seriousness of the injury as the type of treatment which 
made the difference. 

Scope 


A questionnaire on gastroscopic accidents and one 
on esophagoscopic accidents were sent to each of 890 
doctors who were known or believed to be active in 
endoscopic work. The mailing lists were taken from 
the membership rosters of the American Gastroscopic 
Society, the American College of Gastroenterology, 
the American Gastroenterological Association, and the 
American Broncho-Esophagological Association. In 
addition, Dr. F. Avery Jones of London furnished a 
list of the 40 British gastroscopists who had contrib- 
uted to his accident survey of 1951," and 40 other 
personal acquaintances in foreign countries were con- 
tacted. 

Replies were received from about one-third of the 
doctors who were invited to participate. It was found 
that 204 gastroscopy and 119 esophagoscopy question- 
naires from a total of 260 participants were suitable 
for use in the compilations. The main reason for re- 
jection of reports was unavailability of figures to show 
the total number of procedures carried out. In par- 
ticular, many of the more experienced esophagos- 
copists found that it was not possible to compile 
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fyures to cover their total series. This report deals 
with the accidents encountered during a total of 267,- 
175 gastroscopies and 40,540 esophagoscopies. The 
geographical origins of the reports which were utilized 
were as follows: continental United States, 224; 
Hawaii, 1; Puerto Rico, 1; Canada, 2; Mexico, 2; Cuba, 
|. Chile, 1; Argentina, 1; Venezuela, 1; England, 9; 
Australia, 2; Sweden, 1; Denmark, 1; Germany, 3; 
Switzerland, 3; Belgium, 1; Holland, 1; Spain, 1; Hun- 
gary, 1; Austria, 1; and India, 1. 

The report of each gastroscopist included his whole 
experience with the flexible gastroscope; therefore, 
although experience with the rigid gastroscope was 
not included, the reports of the older gastroscopists 
went back to the earliest days of modern gastroscopy, 


Taste 1.—General Experiences of Endoscopists 


No. of No. of 
Gastro- Fsophago- 
Gastro-  scoples Esophago-  scoples 
scopists Performed scopists Performed 
TOCA: 267,175 119 40,540 
109 72,044 75 11,631 
81 172,044 42 26,659 
No aecidents except 
from anesthetic ............ 10 138,555 2 2,250 
No accidents except 
postexamination bleeding 
and ormyoeardialinfarection 4 9,082 
Total no. who had experienced 
anesthetic accident ........... 20 5 


Total no. who had experienced 
postexamination bleeding 
and or myocardial infaretion 9 


1932, when means of treating accidental injury were 
not as effective as they now are. It can be seen from 
the figures above that about half of the reporting 
esophagoscopists also reported upon gastroscopy. Be- 
cause the trend to expand the mission of the gastros- 
copy clinic to encompass medical esophagoscopy is 
arather recent one, most of these participants reported 
on many more gastroscopies than esophagoscopies. 
Thus, many of those who have been practicing diag- 
nostic, as opposed to manipulative, esophagoscopy 
were relatively inexperienced at esophagoscopy, al- 
though not at peroral endoscopy. Most of the other 
esophagoscopists, it is important to note, reported on 
experiences which included a large proportion of 
manipulative cases, particularly foreign-body prob- 
lems and transesophagoscopic dilatations. Although 
transoral manipulative techniques other than endos- 
copy were not included in the survey, there were, 
nevertheless, transesophagoscopic manipulations in 
many of the cases here reported. 


General Experiences of Participants 


In table 1 are set forth the general experiences of 
the participating endoscopists. Although the majority 
of gastroscopists and esophagoscopists had never en- 
countered an accident, it is seen that these were the 
endoscopists who had had the smallest average expe- 
rience. It could not be concluded that the participants 
had exhibited more care in instrumentation when 
novices than after attaining the stage of extensive 
experience.’ Rather, it appeared that the simple law 
of remote chance eventually exerted its influence after 
an endoscopist had carried out enough examinations. 
Other factors which were evident in the reports were 
that some of the experts had exposed their patients to 
unusual risks by experimenting with new instruments 
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and new techniques and that others frequently ac- 
cepted for examination poor-risk patients whom, as 
novices, they would have rejected 


Accident Incidence 


The over-all accident rate in cases of gastroscopy 
was 0.079% and in cases of esophagoscopy, 0.25% 
The over-all fatality rate for patients undergoing 
gastroscopy was 0.014% and for those undergoing 
esophagoscopy, 0.059%. The types and incidences of 
the reported accidents are summarized in table 2 
Perforation was, of course, the main problem, but 
anesthetic reaction was not an inconsiderable threat 
The other accidents (postexamination bleeding and/or 
myocardial infarction), which were encountered only 
in gastroscopic experience, were those which could 
not be ascribed with assurance to the procedure but 
which, nevertheless, must be considered gastroscopic 
accidents because of their chronology. Six patients 
had bleeding from the upper gastrointestinal tract 
within 24 hours after gastroscopy. In each patient the 
bleeding stopped spontaneously. The exact source was 
determined in none, and in none was the bleeding of 
serious import. Five other patients suffered acute 
myocardial infarction and died. The onset of symptoms 
occurred in one patient on the way to the gastros- 
copy room, during preparation of one patient, during 
examination of two patients, and one-half hour atter 
gastroscopy was performed in one patient. In two 
cases instrumentation was not carried out. 


Perforations During Gastroscopy 


The 163 perforations experienced during gastros- 
copy resulted in 25 deaths. Eighty-three perforations 
occurred in women and 76 in men (4 not stated), and 
17 deaths occurred among women as compared with 
8 among men. The number of deaths per age decade 
from the third through the seventh decades were, re- 
spectively, 2, 1, 7, 10, and 5. 


TaBLe 2.—Summary of Accidents 


Gastroscopy Esophagescopy 


Acci Autop Acel \utop 
dents Deaths sies dents Deaths sles 
Perforations ..... 163 2 22 Ww 22 10 
Anesthetic ........ 36 s 6 6 2 2 
Postexamination 
bleeding and or 
myocardial 
infaretion ....... 11 ) 3 


The general design (not manufacturer) of instru- 
ment and type of gastroscopic tip which had been 
employed in the instances of perforation are shown in 
table 3. Because it is not known relatively how fre- 
quently the various types of instrument are used by 
gastroscopists, the incidence figures give no inforrna- 
tion regarding the relative safety of the various de- 
signs. The instrumentation was considered by the 
endoscopist to have been easy in 117 cases of per- 
foration and difficult in 38 (not stated in 8). The 
figures for the fatal cases were 20, 4, and 1. The acci- 
dent was recognized within 30 minutes of passage of 
the instrument in 81 instances and only after a delay 
(more than one-half hour to two days) in 78 instances 
(not stated in 4). Among patients who eventually died 
as a result, recognition of perforation was immediate 
in 16 and delayed in 9 instances. 
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The stomach was the most common site of perfora- 
tion (table 4), and, surprisingly, a perforation in this 
site proved to be a moderately dangerous accident. 
Perforation of the distal portion of the esophagus 
was, as expected, the most dangerous type. Centimeter 
for centimeter, the region of the hypopharynx and 


TABLE 3.—Type of Equipment Used in Performing Gastroscopy 
in Instances When Perforations Occurred 


No. Deaths 
General design of instrument 
Type of tip 


adjacent proximal esophagus proved most vulnerable 
to perforation, although the results of treatment were 
especially good. In two instances the jejunum was 
perforated during examination of the stomach post- 
operatively, and in another the gastroscope was passed 
by error into the trachea, with perforation of the right 
bronchus. 

Eighty-four of the 163 cases of perforation were 
managed by surgical drainage, 68 by medical treat- 
ment alone, and in 11 instances the form of therapy 
was not stated. The site of perforation had very little 
bearing on the decision regarding operative interven- 
tion. In about half the patients with each type of 
perforation surgical drainage was used. There were 
16 deaths among the surgically managed patients and 
§ among those treated medically only (one not stated). 

The apparent explanations for each of the perfora- 
tions, as judged by the examiner from clinical, surgical, 
and/or autopsy study, are outlined in table 5. The 
direct causes of death among the 25 perforation fatali- 


TABLE 4.—Sites of Perforations Occurring During Gastroscopy 


No. Deaths 


ties are shown in table 6. Although mediastinitis was 
the most frequent cause, peritonitis and the late 
sequels of peritonitis were common. Some, but not all, 
of the deaths due to infection occurred during the 
early days of gastroscopy, prior to development of 
efficient antibacterial drugs. 


Perforations During Esophagoscopy 


Ninety-five perforations resulting in 22 deaths were 
reported during esophagoscopy. Fifty men and 45 
women were injured, and the fatalities occurred in 13 
men and 9 women. The number of deaths per age 
decade from the first through the ninth were, respec- 
tively, 2, 0, 3, 0, 2, 8, 4, 1, and 1 (not stated in one case). 
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The examinations which resulted in perforation wer, 
considered by the examiner to have been easy in 35 
cases and difficult in 49. Eight of the former group and 
9 of the latter died. The information was not given for 
the other examinations. Perforation was recognized 
immediately in 41 instances and not until more thay 
one-half hour had elapsed in 54. Among the fatal 
cases, recognition of perforation was immediate in § 
and delayed in 12 (not stated in one). 

The majority of perforations occurred through the 
hypopharynx and upper part of the esophagus (table 


TasLe 5.—Inciting Lesions for Perforations Occurring During 
Gastroscopy 


No 
Perforation through carcinoma or ] 
Pernicious anemia: ? weakened gastric ) 
Passage of instrument through gastroenterie stoma into jejunum.. 
No inciting lesion or other explanation recognized...............605. 13 


7). Proportionately, the more distal perforations proved 
considerably more dangerous. In many instances the 
esophageal disease which led to the esophagoscopy 
appeared to be the direct explanation for the perfora- 
tion. The incitant proved to be a foreign body in 16 
cases, carcinoma in 15, corrosive (lye) esophagitis in 
11, stricture in 9, diverticulum in 4, atresia in 2, 
achalasia in 1, and nonspecific esophagitis in 1. There 
was no evident incitant in 36 cases. It is important 
to note in this connection that in the foreign-body 


TaBLe 6.—Cause of Death in Patients with Perforation 
Occurring During Gastroscopy 


No 
Death during first tew days 
Simple proumoperitoneum: COUSE 
Death during surgery for repair 
Death during convalescence 
Chronie hepatic and pulmonary abscesses 1 


cases it was often not possible for the esophagoscopist 
to distinguish perforation due to the foreign body 
itself from that due to subsequent transesophagoscopic 
manipulation and that, whichever the case, these were 
accidents due to operative, not diagnostic, esophagos- 
copy. The situation was rather similar in the stricture 
cases because, in some, the examiner had used the 
esophagoscope for dilatation purposes. 

A biopsy had been taken in 18 of the cases of per- 
foration. In one instance it was proved that the biopsy 
had caused the perforation. Surprisingly enough, more 
esophagoscopic perforations were treated by medical 
means alone (54) than by surgical drainage (37). The 
method was not stated for 4 cases. There were 15 
deaths among patients treated medically and only 3 
among those operated on. The method of treatment 
was not stated for 4 of the fatal cases. The causes of 
death of the 22 patients with esophagoscopic perfora- 
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tion were mediastinitis in 16 cases, empyema in 2, 
purulent pericarditis in 1, pulmonary embolus in 1, 
ind pseudomembranous enterocolitis in 1. The cause 
was unexplained in 1 case. 
Accidents Related to Use of Anesthetics 

Because of the similarity of techniques and agents 
emploved, experience with anesthetic accidents dur- 
ing gastroscopy and esophagoscopy have been com- 
hined (table 8). There were, then, a total of 307,715 
cases reported on, and it is assumed that some form of 
anesthesia was used for every patient. This assump- 


tion is not absolutely correct, but it is known from the 
reports and from personal inquiry among the partici- 
pating group that all of the endoscopists almost always 
give the patient some pharmaceutical preparation— 
here loosely termed anesthetic—prior to instrumenta- 


Tauie 7.—Perforations: Sites of Perforations Occurring During 
Esophagoscopy 


No. Deaths 
22 


tion. In almost all cases of reaction more than one 
drug was used for preparation, but, because the dif- 
ferent ones are ordinarily used at different intervals 
prior to instrumentation and because reaction to those 
used for local anesthesia appears quickly after admin- 
istration, the participants in all cases were willing to 
specify which drug was at fault when reaction oc- 
curred. 

Thirty-eight of the 42 accidents were due to a local 
anesthetic agent, and 10 of the patients died. The four 
reactions ascribed to other drugs used for preexamina- 
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tion preparation were of little consequence. Informa- 
tion was not obtained on the technique used for 
inducing anesthesia (swab, spray, or gargle) or on 
whether epinephrine was routinely added to the 
anesthetic solution. In 18 instances a barbiturate had 
been used for premedication, in 10 it had not, and for 
10 the information was not stated. The main clinical 
manifestations during the reactions were convulsions, 


TasLe 8.—Accidents Related to Use of Anesthetics® During 
Gastroscopy and Esophagoscopy 
etal Deaths 


No. of accidents....... a 


Responsible agent 

Tetracaine (Pontocaine) hydrochloride 
Tetracaine, 1% 

Tetracaine, 

Cocaine, 10% 

Alkaloids of opium (Pantopon), 20 me 
Morphine, 15 me 

General inhalation anesthesia 
Thiopental (Pentothal) sodium 


* Data taken from reports on 307,715 eases In which anesthetic was 


cardiac arrest, cyanosis, sudden shock, and coma 
When death occurred, it did so within a few minutes 


Treatment in almost all cases consisted of intravenous 


administration of oxygen and a barbiturate, with o1 


without artificial respiration. In two instances the 


chest was immediately opened for manual cardiac 
massage, and there was one survival. 
1025 Walnut St. (7) (Dr. Wirts). 
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ASEPTIC MENINGITIS CAUSED BY COXSACKIE 


B5 VIRUS 


LABORATORY, CLINICAL, AND EPIDEMIOLOGIC STUDY 


Jerome T. Syverton, M.D., Donald M. McLean, M.D., M. Martins da Silva, M.D., Hanna B. Doany, M.S. 
Marion Cooney, M.S., Herman Kleinman, M.D. 


and 


Henry Bauer, Ph.D., Minneapolis 


Etiological distinction of human illnesses previously 
grouped by clinical diagnosis as nonparalytic polio- 
myelitis and/or aseptic meningitis recently became 
possible by use of tissue culture methods now widely 
applied to virus investigations.’ Each year since 1946, 
studies in this laboratory incidental to identification of 
more than 1,000 wild strains of poliovirus have yielded 
viruses of the Coxsackie B subgroup from patients 
hospitalized during the poliomyelitis season with 
symptoms clinically diagnosed as “nonparalytic polio- 
myelitis.” Most of these diseases could be classified 
as aseptic meningitis. In addition, from 20 to 40% of 
patients hospitalized with a clinical diagnosis of polio- 
myelitis * annually failed to yield poliovirus. It seemed 
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University of Minnesota Medical School, and Division of 
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Melbourne, Australia. 


¢ Human and primate cells in culture were used to 
establish viral etiology for aseptic illnesses involving 
the central nervous system not proved to be polio- 
myelitis. This program of laboratory studies resulted 
in recognition and etiological specification of 
epidemic aseptic meningitis occurring in Minnesota 
in the summer and autumn of 1956. Tissue culture 
methods permitted characterization of the epidemic 
as an outbreak of Coxsackie virus infection restricted, 
as had not previously been observed, to a single 
immunotype. This finding provides further evidence 
that viruses other than the three known types of 
poliovirus may cause Clinical illness designated as 
nonparalytic poliomyelitis until the causative agent 
is recovered and identified. 


Lancet 


reasonable that directed study of these findings, 
seemingly connected only by the classification of 
“nontypical polio,” might lead to recognition of one 
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or more specific infections. Accordingly, in 1956 a 
program was initiated to establish viral etiology for 
each aseptic illness involving the central nervous 
system not proved to be poliomyelitis, by use of a 
variety of human cell strains in continuous culture 
together with primary monkey kidney cell cultures. 
The occurrence of epidemic aseptic meningitis in 
Minnesota in the summer and autumn of 1956 and the 
hitherto unobserved restriction of the cause of an out- 
break of Coxsackie virus infection to an agency of a 
single immunotype provided unique opportunity for 


TasLe 1.—Serologic Response of Patients to Prototypical and 
Homologous Strains of Coxsackie B5 Virus 


Serum Titers Against 300 to 1,000 TCDso 


of Virus 
Days Prototype Homologous 
Patient After Onset Virus Virus 
0 20 20 
7 
12 200) 
eee 1 2% 20 
11 10) 1) 
2 10 20 
12 100 
12 250 250+ 
10 100 a0 


etiological specification of a variety of the aseptic 
meningitis syndrome. This paper reports the labora- 
tory, clinical, and epidemiologic findings for patients 
from whom virus was recovered. 

Laboratory Methods 


The program of laboratory studies was implemented 
on reception of materials following the 1956 polio- 
mvelitis epidemic. 

Specimens.—Specimens for laboratory examination 
were obtained immediately upon admission to hospital 
of each patient with a diagnosis of nonparalytic polio- 
myelitis as follows: (a) fecal samples were collected in 
paper cartons on two consecutive days, (b) swabs of 
oropharyngeal and tonsillar areas of the throat were 
taken, and (c) samples of cerebrospinal fluid and 
blood were obtained aseptically. Venous blood was 
drawn on admission and approximately 10 days later 
to provide acute and convalescent phase samples for 
antibody assay. From 1 to 11 days had elapsed be- 
tween onset of clinical illness and collection of speci- 
mens. 

Examinations for Virus.—Examinations for virus 
were done on each specimen by use of HeLa stationary 
cultures as previously described."* Fecal extracts re- 
presentative of 19 patients also were inoculated in 
triplicate into stationary tube cultures of (a) monkey 
kidney cells dispersed from tissue with trypsin '” and 
(b) human esophageal and liver cells of established 
and clonal strains respectively. 

Identification of Unknown Cytopathogenic Viruses. 
—Identification of unknown cytopathogenic viruses 
was necessary in 62 instances; 47 of 109 cytopathogenic 
agents isolated from materials submitted during the 
1956 season were identified as polioviruses. Cerebro- 
spinal fluid was obtained from 13 of the 62 patients 
whose fecal samples gave evidence of nonpoliomyelitic 

infection, throat swabs were provided by 28, and 
paired serum samples by 46. Each of the 62 unknown 
virus strains was examined by incubation of 30 to 300 
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tissue-culture doses (TCD;,) with pocled monke 
antiserum for one hour at room temperature, followed 
by inoculation of 1-ml. aliquots of serum-virus mi. 
ture into four tube cultures of HeLa cells; assays aly 
were done with human esophageal or liver cells and 
monkey kidney cells as indicated. The pooled monkey 
antiserum contained 20 antibody units to each of Coy. 
sackie virus immunotypes B1, B3, B4, and B5 and ¢ 
antibody units to B2 virus. Cultures were inspected 
under the microscope daily for four days to detect 
cytopathogenic effect. Antibody titers were calculated 
by Reed-Muench interpolation.’ 

Antibody Assays.—Antibody assays were performed 
on patients’ serums diluted 1:10 in cell-culture main- 
tenance medium, heated at 56 C for 30 minutes, then 
finally diluted 1:50 and 1:250. Test virus titers were 
determined on each day of test. The two final dilutions 
of paired serums from 42 patients were tested with 100 
TCD 5, respectively, of types 1-3 polioviruses and 
Coxsackie B5 virus. Serum pairs from 32 of the patients 
were retested similarly with both 300 and 1,000 TCD 
of stock Coxsackie B5 (prototypical Faulkner strain} 
virus and/or virus isolated from the patient and with 
100 TCD ;, of Coxsackie B3 virus. Serum dilutions 
were mixed with test virus in equal volume and in- 
cubated for one hour at room temperature. One- 
milliliter aliquots of each test mixture were transferred 
to four HeLa, human esophageal, human liver, or 
monkey kidney cell cultures washed free from medium. 
Results were determined as in the virus identification 
test. 

Results 


Virus Isolations.—_In the Minnesota outbreak of 
aseptic meningitis, Coxsackie virus strains were iso- 
lated from 62 patients who became ill between July 


TaBLe 2.—Serologic Relationship of Six Minnesota Strains of 
Coxsackie B5 Virus to Prototype Strain 


Virus Antibody Titers of Serum From 
from = 
Patient Days Homologous Patient Control 
No. After Onset Patient 61 Monkey 
0 20 0 1,000 
7 100 20 
1 100 eee 5.000 
12 
11 100 
2 20 5,000 
12 100 100 
12 20+ 
3 0 0 5,000 
10 
Prototype virus ..... 0 5,000 
100 


* Hyperimmunized with prototype Coxsackie B5, Faulkner strain: pro- 
totype virus with hyperimmunized hamster serum received from Dr 
Dalldorf, of the New York State Department of Health, yielded an anti- 
body titer of 5,000. 


and December, 1956. Two or more stool specimens 
were obtained from 45 of 61 patients excreting Cox- 
sackie B5 virus: 37 patients exhibited virus in each of 
2 specimens, while each of five patients gave one nega- 
tive specimen. Of three stool specimens from one 
patient, only the later two contained virus; one patient 
gave four specimens all containing virus, while another 
submitted four samples of which only the first con- 
tained virus. Coxsackie B5 virus was isolated from 
stools collected as early as one and as late as 13 days 
after onset of illness. B5 virus was found in throat 
washings from 15 of 28 patients from whom specimens 


Vol 
we 
10 
isc 
Bi 
as 
vi 
] 
* 
ne 
5 
4 
bs 
: 
: 
i 
3 
on 
| 


31, 

Nonkey 
lowed 
IS mix. 


VS alsi 
lls and 
nonkey 
Coy. 
and 6 
pected : 
detect 
ulated 


ormed 
Main- 
then 
were 
utions 
th 100 
and 
tients 
CD 
rain 
with 
tions 
din 
One- 
-rred 
r, or 
ium. 
ition 


Vol. 164, No. 18 


btained from 1 to 12 days after onset but was 


were 
not isolated from cerebrospinal fluid. Wild B5 strains 
isolated in HeLa cell cultures from 36 patients uni- 


formly produced acute encephalitis and death 5 to 14 
davs after intracerebral injection into two or three 
litters of newborn mice. Only one patient suffering 
aseptic meningitis during the 1956 season excreted 
virus other than Coxsackie B5: strain B3 Coxsackie 
virus was obtained from feces and throat washings. 

It was interesting to note uniform sensitivity of the 
HeLa, esophagus epithelial, liver epithelial, and mon- 
key renal cells employed in comparative tests as in- 
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titer increases for 9 patients. Four of these patients 
had no antibody in the first serum sample. Antibody 
in the early serum sample from 12 patients was not 
followed by significantly increased titer of the second 
sample. On test against 1,000 TCD, of B3 virus, 
paired serums from the patient vielding Coxsackie B3 
virus exhibited titer increase from 10 to 50, antibody 
to B5 virus was absent from both early and late speci- 
mens. Antibody to B5 virus was detected in serums 
obtained as early as the first day of illness from one 
patient or the second day from four patients. Two 
patients lacked detectable serum antibody as late as 


TapLe 3.—Virus in Throat Washings and Serum Antibody Levels in Sixty-one Patients Who Excreted Coxsa: kie BS Virus 


Coxsackie B5 
co > Poliomyelitis 
Patient Age, After Type Type Type = +4 
No un. Sex Onset 1 2 3 
1 6 M 9 100 0 0 
110 100 1,024 0 0 
2 2 M 0 
8 5 M 
4 15 F 7 1m 0 “4 0 » 
22 0 64 0 
8 F 7 100 0 0 
25 1% 0 0 
6 11 M 0 20 4 oer Mi 2 
7 7 M 1 20 0 0 on 0 
15 0 0 64 
6 M 0 
9 17 F 8 0 100 26 64 °n6 9 
18 100 256 64 
10 7 M 1 2) 0 64 0 9 
11 0 64 0 
1] 24 F 6 0 i) 0 0 
15 4 0 
34 
12 6 F 4 2504- 6 «1,024 0 2 
14 16 1.074 0 
13 M 19 100 0 0 
100 0 0 
14 12 F 0 0 0 Of 0 
13 0 0 64 
15 6 M 11 0 0 0 0 0 
1 0 0 0 
If 7 F 6 1 
17 8 F 9 1,024 2 
19 64 1,024 
18 16 4 0 
3 16 4 16 
19 16 F 0 
pal 28 F 0 0 
21 6 F 0 0 0 0 
43 0 0 0 
22 25 M 3 i) 0 
7 100 
23 27 F 12 0 64 64 16 0 
22 O4 16 
4 F 7 100 1,024 256 3 
22 100 1,024 206 1,024 
25 > M 8 0 0 0 9 
41 0 0 0 
26 3 M 4 2 
42 
27 6 F 4 0 16 0 0 0 
O4 4 
28 5 M 6 + »” 0 4 0 ° 
16 0 { 


Coxsackie BS 


Received 


Poliomyelit 
Antibody Titers 
= & 
Patient Age, = pe Type I'v 
No. Yr Sex 
F 
30 16 F 0 
15 ‘ 
31 26 F 1 0 ”) 
12 4 “4 
$2 1 M { 
33 5 M 10 0 4 
34 6 M l 
45 M ‘ 
36 16 M 0 
37 8 F 6 0 “4 008 “4 
16 “4 
38 M 10 0 0 
19 res 0 
39 13 M 5 0 1,006 1.04 
15 4.008 104 | 
40 M + 0 ( 
41 15 F 1.0% 104 4 
46 i 
42 M 7 + “4 | 
17 2M) 4 
48 19 F 0 
15 “4 
44 27 F ( 
45 9 M 3 4- 0 | 4 
46 7 M ] 
47 7 M 11 “4 mM v7 ‘ 
37 
48 5 M ow 
79 ™ 
6 mo 
11 0 0 
8 F 0 10 16 
11 Ww 
52 7 F 4 + 100 0 “4 4 ‘ 
19 0 oft 4 
53 1 M 
16 M 4. 10 “4 0 
3 M J + “ 
7 7 M 
8 25 M 6 0 0 ( 
33 0 0 0 
a9 4 M 
60 7 M | it 
14 
61 44 F 3 0 16 0 Lowe's 0 


10 loo 0 


dicators for field strains of Coxsackie B5 virus in stools 
of 19 patients. In one instance the range of TCD so 
titers exhibited by the different cells for each virus 
strain exceeded the range of error typical of titrations 
done in this laboratory (0.3 log), but only by 0.1 log. 
All of the cells thus were equally useful. B5 virus in- 
fection in cells of the four types was reflected by 
cellular rounding, cytoplasmic granularity and shrink- 
age, nuclear pyknosis, and, finally, cell rupture and re- 
lease of fragments from glass, similar to cytopatho- 
genic effects of poliovirus infection in these cells. 
Neutralizing Antibody Assays.—Tests for neutraliza- 
tion of prototypical Faulkner B5 virus by paired 
serums from 33 patients indicated fivefold or greater 


5 days from onset, although it was present 10 days 
later. Ancillary tests showed for six patients (a) rela- 
tive similarity of patient's serum titers for prototype 
B5 virus and patient's virus (table 1) and (b) failure 
of acute and convalescent-phase serums from patient 
61 to distinguish prototype B5 virus from patients 
viruses by comparison with control monkey antiserum 
to prototype virus (table 2). 

Epidemiologic and Clinical Findings.—During 1956, 
Minnesota physicians reported 179 illnesses cate- 
gorized as “epidemic poliomyelitis” to the state board 
of health. Sixty-six patients had one or more limbs 
paralyzed: 42 patients with paralytic and 5 with non- 
paralytic disease yielded viruses classified as 39 strains 
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of type 1 and 8 strains of type 3 poliovirus. The 113 
patients with no indication of paralysis, with various 
diagnoses, including “nonparalytic poliomyelitis,” “sus- 
pected meningitis,” “virus meningoencephalitis,” “sus- 
pected lymphocytic choriomeningitis,” and “aseptic 
meningitis,” yielded 62 viruses other than poliovirus. 
Identification of 61 of these agents as Coxsackie virus, 
immunotype B5, indicated that epidemic aseptic men- 
ingitis had resulted from infection by a single Cox- 
sackie virus. Evidence against concurrent poliovirus 
infection was given by (a) failure to isolate poliovirus 
from any of the 61 patients with aseptic meningitis 
who yielded Coxsackie B5 virus, (b) insignificant 
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NUMBER OF NEW PATIENTS PER WEEK 
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Fig. 1.—Seasonal pattern of Coxsackie B5 aseptic meningitis in 
Minnesota in 1956. 


changes in titer of antibody in 42 paired samples of 
patients’ serum to types 1-3 poliovirus (table 3), and 
(c) occurrence of aseptic meningitis without relation 
to history of vaccination with formalin-inactivated 
trivalent poliovaccine. Prior to outbreak of aseptic 
meningitis, 6 patients had received one injection of 
vaccine, 23 had received 2, and one had received 3; 
31 had not been vaccinated. 

The 61 patients with aseptic meningitis from whom 
Coxsackie B5 virus was isolated had become ill dur- 
ing the seasonal period common to annual outbreaks 
of epidemic poliomyelitis in Minnesota (fig. 1). The 
first patient who yielded Coxsackie B5 virus became 
ill on July 17, 1956. The greatest number of new pa- 
tients per week was nine, between Aug. 26 and Sept. 
1, and the onset of the last illness in this series oc- 
curred Dec. 1, 1956. The age group most commonly 
affected (27 of 62) was from 5 to 9 years of age; the 
age range was from 6 months to 45 years. Proved Cox- 
sackie B5 aseptic meningitis was widely distributed 
through the Minneapolis-St. Paul metropolitan area 
and rural areas, particularly of Faribault, Freeborn, 
and Waseca Counties in southern Minnesota (fig. 2). 
North to Itasca and St. Louis counties, occurrence was 
sporadic. Throughout Minnesota this infection was 
concurrent with and independent of paralytic polio- 
myelitis (fig. 2). 

Illness of the 61 patients yielding Coxsackie B5 virus 
was characterized by sudden onset of fever with severe 
headache (49 patients), stiff neck (42 patients), stiff 
back (11 patients), and leg pains (9 patients). All 
patients were febrile on admission to hospital, and for 
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at least 56 the temperature was known to have ¢,. 
ceeded 100 F (37.8 C). Gastrointestinal symptom 
were prominent: 28 patients had one or more boy 
of vomiting, 11 experienced anorexia, and 8 were nay. 
seated. A pleocytosis, predominently lymphocytic, w, 
demonstrated for all of the 52 patients subjected ; 
lumbar puncture. Weakness or paralysis of limbs wa 
not a feature of the aseptic meningitis syndrome. 


Comment 


Clear-cut evidence that a single antigenic type of 
Coxsackie virus was etiological agent of an epidemi 
of aseptic meningitis in Minnesota during 1956 was 
provided by (a) laboratory isolation of Coxsacki 
virus immunotype B5 by use of cell cultures from 6) 
of 113 patients suffering nonparalytic illness during 
the poliomyelitis season; (b) concurrent failure to iso. 
late poliovirus from these patients, lack of serologic 
evidence for concomitant poliovirus infection, and ab- 
sence of relation between illness and use of polio- 
vaccine; (c) demonstration of fivefold or greater in- 
creases in titer of antibody to prototypical Faulkner B5 
virus in paired serums representative of 9 of 33 patients 
and presence of homotypic antibody in serum samples 
from all but one of the remainder; and (d) symptoms 


VIRUS ISOLATIONS 
Minnesota, 1956 


LEGEND 
© Polio Virus 
+ Coxsackie B5 


Fig. 2.—Geographical distribution in Minnesota of proved 
cases of aseptic meningitis due to Coxsackie B5 in 1956. 


in patients yielding B5 virus compatible with diagnosis 
of aseptic meningitis. Etiology of the 1956 epidemic 
contrasts with that of previous seasonal outbreaks of 
aseptic meningitis, when several immunotypes of Cox- 
sackie B virus were held responsible for clinically 
manifest infections. Coxsackie B5 virus had not been 
encountered previously in Minnesota. 

Cultures of HeLa cells, cells of other human strains 
in continuous culture, or cells of monkey kidney in 
primary culture were equally useful for isolation of 
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wild strains of Coxsackie B5 virus; titers of fecal ex- 
tracts did not differ significantly as measured by use 
of the different cells. This finding agreed with our 
earlier experience.* 

\linnesota strains of Coxsackie B5 virus appeared 
to be antigenically homogeneous. Similarly, McLean 
and Melnick ° found that strains of ECHO-9 (enteric 
cytopathogenic human orphan) virus isolated in out- 
breaks of aseptic meningitis near Cambridge, England, 
during 1955 and 1956 were antigenically indistinguish- 
able. 

Clinical features of illness in 61 Minnesota patients 
infected with Coxsackie B5 virus were similar to those 
reported by McLeod and co-workers ° for 17 clinically 
manifest infections with Coxsackie B viruses and 11 
symptomatic infections with ECHO-9 virus.* On clini- 
cal grounds alone, the syndrome exhibited by the 61 
patients infected with Coxsackie B virus could not be 
distinguished from nonparalytic disease caused by in- 
fection with poliovirus. It is noteworthy that illnesses 
in rural Minnesota from infection with Coxsackie B5 
virus occurred in areas free from paralytic poliomye- 
litis. 

Results of this study provided further evidence that 
viral agents other than three known types of polio- 
virus may cause clinical illness designated as non- 
paralytic poliomyelitis until the causative agent is 
recovered and identified. The number of etiological 
agents of aseptic meningitis ’ clinically indistinguish- 
able from nonparalytic poliomyelitis has been found 
in recent years to include Coxsackie B types 1-4," 
ECHO viruses types 6° and 9,"° and possibly Cox- 
sackie A7 and other viruses." 


Summary 


Coxsackie B5 virus was isolated from 61 patients 
in Minnesota who were ill with aseptic meningitis be- 
tween July 17 and Nov. 24, 1956. Titers of antibody 
in 32 patients confirmed infection with Coxsackie B5 
virus. Paralytic poliomyelitis was not encountered in 
rural localities where patients were suffering from 
aseptic meningitis, and serologic findings showed that 
these 61 patients were not concomitantly infected with 
poliovirus. 


The laboratory work carried out in the Department of 
Bacteriology and Immunology of the University of Minnesota 
was aided by a grant from the National Foundation for In- 
fantile Paralysis, Inc., and by contract with the Communicable 
Disease Center, U. S. Public Health Service. 
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We are grateful to Dr. Paul Ellwood and staff of the Eliza- 
beth Kenny Institute and to physicians on service at University 
of Minnesota Hospitals for their cooperation and to Dr. Robert 
Barr, medical director of the state health laboratory, for per- 
mission to relate results of our laboratory studies to composite 
epidemiologic findings for the entire state. 
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Virus Type 6 with Aseptic Meningitis, Proc. Soc, Exper. Biol. 
& Med, 923839-843 (Aug.-Sept.) 1956, Karzon, D. T.; Barron, 
A. L.; Winkelstein, W., Jr.; and Cohen, S.: Isolation of ECHO 
Virus Type 6 During Outbreak of Seasonal Aseptic Meningitis, 
J. A. M. A. 16231298-1303 (Dec. 1) 1956. Footnote Se. 

10. Quersin-Thiry, L.; Nihoul, E.; and Dekking, F.: ECHO 
Virus Type 9 (New Member of Coxsackie Group Type A?) as 
Cause of Epidemic Meningitis, Science 1243744-745 (April 
i9) 1957. Footnote 5. 

11. Footnotes 4, 7, and 8a, b, c, and d. 


Hiatal Hernias.—Refinements in diagnostic technics, particularly roentgenographic and esopha- 
goscopic, have established hiatal hernias as one of the most common lesions of the gastro- 
intestinal tract, perhaps second only to duodenal ulcers. Marked differences of opinion 
exist, however, concerning the frequency with which these hernias produce symptoms. 
Roentgenologists, who frequently observe hiatal hernias during the performance of upper 
gastro-intestinal visualization as an incidental finding, probably minimize the importance of the 
lesion. Conversely, surgeons, often consulted after dangerous complications are apparent, could 
easily conclude that all hiatal hernias are dangerous. Studies of large series of cases indicate 
that approximately 50 per cent of patients with demonstrable hiatal hernias have significant 
symptoms, This is a relative figure, since the definition of significant symptoms might vary 
widely and the eventual outcome is unknown.—B. Blades, M.D., and E. R. Hall, M.D., The 
Consequences of Neglected Hiatal Hernias, Annals of Surgery, June, 1956. 
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SERUM PROSTATIC ACID PHOSPHATASE LEVELS IN PATIENTS 
WITH CARCINOMA OF THE PROSTATE 


Eugene R. Nobles Jr., M.D., Walter S. Kerr. Jr.. M.D., Charles H. Dutoit, M.D. 


and 


G. Margaret Rourke, M.S., Boston 


Within recent years considerable enthusiasm has 
been expressed over use of prostatic serum acid 
phosphatase levels in the clinical evaluation of pa- 
tients with carcinoma of the prostate. Since the 
original investigation of Gutman and Gutman’ in 
1938, the total serum acid phosphatase level has been 
a useful guide in the diagnosis of prostatic cancer. 
Further specificity was given to this enzyme system 
when Abul-Fadl] and King’ demonstrated a distinct 
difference between the acid phosphatase of prostatic 
origin and that produced by the liver, spleen, and red 
blood cells. The hydrolysis of phenyl phosphate by the 
acid phosphatase enzyme was found to be partially 
inhibited by the addition of L-tartrate, and it was 
postulated that the portion that was inhibited was pro- 
duced by the prostate. Subsequently, their work was 
extended and given clinical application by Fishman 
and Lerner.* They reported that all patients with 
active carcinoma of the prostate demonstrated an 
elevated prostatic fraction, and, recognizing the pos- 
sible value of the test in the differential diagnosis of 
carcinoma of the prostate, they suggested that the 
prostatic fraction might be elevated in patients ex- 
hibiting a normal total acid phosphatase level. 

Other investigators since have studied this enzyme 
system, and a multitude of claims and counterclaims 
have been made for the clinical significance of its 
levels. At present, it is well established that there is an 
elevation of the serum acid phostatase level in about 
80% of patients with untreated metastatic carcinoma 
of the prostate and this elevation is a reflection of the 
increased level of the prostatic acid phosphatase. 

From an extensive study by Cline and co-workers * 
of 1,106 patients with and without prostatic disease, it 
was apparent that elevation of the prostatic acid phos- 
phatase level above 0.7 units per 100 cc. showed a 
high degree of correlation with prostatic cancer. It 
was also apparent, however, that there was consid- 
erable interference from false-positive values, in the 
order of 5 to 8% in patients with benign prostatic 
hypertrophy and up to 10% in a group without malig- 
nant disease. Moreover, they reported finding eleva- 
tions above 1.5 units per 100 cc. only in prostatic 
carcinoma. The sources of error resulting in these 
falsely high values have been recently reviewed by 
Ozar and co-workers * and include such factors as 
hemolysis, deterioration of the specimen due to time 
and heat, previous x-ray therapy, prostatic manipula- 
tion, human error, and other diseases associated with 
elevation of both the serum and prostatic acid phos- 
phatase levels. Because of this high incidence of er- 
roneous elevations, many clinicians, failing to under- 
stand the reasons for them, became prematurely 
discouraged with the test and discarded it completely. 


From the Department of Urology and the Chemistry Labora- 
tory, Massachusetts General Hospital. 


¢ It is felt that determination of the prostatic acid 
phosphatase level has not been of value in diagnos- 
ing early carcinoma of the prostate. However, as this 
particular carcinoma becomes more widespread, 
elevation of the prostatic level does appear. Patients 
with a persistent elevation of the prostatic acid level 
above 0.7 units per 100 cc., in whom the diagnosis 
of carcinoma has been made histologically by 
biopsy, should be strongly suspected of having 
metastases, even though clinically the disease ap- 
pears to be localized. This finding, therefore, would 
weigh heavily against surgery, other than for the 
purpose of palliation. 


With the refinement of acid phosphatase determina- 
tions and the subdivision of the level into serum and 
prostatic fractions, it was originally hoped that the 
use of this more sensitive method would permit earlier 
diagnosis of prostatic carcinoma. Fishman and asso- 
ciates ° reported that four out of a total of five patients 
with localized prostatic cancer showed an elevated 
prostatic fraction in the presence of a normal total 
serum acid phosphatase level. The striking diagnostic 
implications of this became readily apparent. That 
such elevations may be the exception rather than the 
rule, however, was presaged in the literature much 
earlier when Woodard * found that tissue extracts of 
prostatic carcinoma contained considerably less acid 
phosphatase than normal gland tissue. This has 
recently been corroborated by Marberger and co- 
workers.* In view of this, it would be difficult to 
postulate the presence of an elevated prostatic acid 
phosphatase level in all cases of minimal carcinoma. 
In fact, one wonders if the disease actually must not 
be rather extensive before detectable elevations exist. 

Finally, the significance of serum and prostatic acid 
phosphatase levels in the long-term management of 
patients with carcinoma of the prostate must be 
raised. It has been held that the prostatic fraction pro- 
vides a more sensitive index of prostatic cancer activ- 
ity than does the total serum level in patients on 
hormonal therapy and, therefore, is of superior clinical 
importance. 

Because our data seemed at variance with some of 
these previous observations and, yet, because we feel 
there is definite merit in prostatic acid phosphatase 
determinations, the present study was undertaken. In 
an effort to establish certain positive criteria for 
the selection of patients upon whom these difficult 
laboratory studies should be done, we have chosen to 
evaluate the prostatic acid phosphatase level as to, 
first, its role per se as a diagnostic test for cancer; 
second, its function in detecting local as opposed to 
metastatic disease; and, third, its superior significance 
over the total level in the long-term management of 
patients with prostatic cancer. With these questions in 
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mind, 88 patients, including 79 with carcinoma of the 
prostate, have been studied, and it is the purpose of 
this paper to record our experience in these un- 
settled areas. 

Methed and Normal Values 


The records of the patients for this study were 
taken from the urologic service of the Massachusetts 
General Hospital, Boston, during the years 1954-1956. 
The selection of patients was dictated primarily by 
the availability of the record and the completeness of 
the examination. Each case listed has been thoroughly 
investigated. All diagnoses have been established by 
histological examination, and all cases studied have 
been included. 

The method of determining the total and prostatic 
acid phosphatase levels used is that described by 
Fishman and Lerner. It involves the hydrolysis of 
disodium phenyl phosphate by the serum when in- 
cubated for a period of three hours at 38 C, both 
in the absence and in the presence of 0.2 M L-tartrate. 
The difference found in the amount of phenol liberated 
represents the inhibition of acid phosphatase of pros- 
tatic origin. Activity is defined as milligrams of phenol 
liberated by 100 cc. of serum and is usually expressed 
as King-Armstrong units. These properly should be 
referred to, however, as Gutman units Lecause the 
analytic procedure now employed is the modification 
by Gutman and Gutman” of the King-Armstrong 
method for detecting alkaline phosphatase activity. In 
this study, all determinations were done immediately 
after 10 cc. of blood was drawn from the patient in a 
fasting state, and in each case, except where indicated, 
the test was done prior to any operative procedure. 

The normal values for total and prostatic acid 
phosphatase remain a matter for some debate. The 
upper limit of normal for the total serum acid phos- 
phatase was originally placed at 2.5 units by Gutman 
and Gutman.’ Later, they revised this figure down- 
ward to 2.0 units.° Since then, a number of other 
estimates have been made; Fishman and co-workers 
placed the limit at 5.0 units while Day and co-work- 
ers," in a comprehensive survey of the problem, 
arrived at the figure of 3.84 units. Mathes and co- 
workers '' state that 3.5 units should be the maximum, 
and we are inclined to agree with this figure. As 
regards the prostatic acid phosphatase level, the upper 
limit of normal has been taken to be 0.5 units by 
Fishman and Lerner, 0.55 units by Day and co-work- 
ers and 0.7 units by Cline and co-workers.* We have 
temporarily accepted this last figure, because of the 
many determinations in this range we have found 
in normal subjects. Our normal values, therefore, are 
not grounded in statistical evaluations, rather they are 
based upon our own clinical impressions, coupled 
with previously reported laboratory data. 


Results 

For the purpose of analysis and discussion, the 
patients have been divided into six groups, relating 
to their clinical status as regards the extent of the 
carcinoma and, in some cases, to the type of previous 
therapy. We feel that certain trends, which as yet 
have not been reported, become evident from these 
groupings, and these are best discussed under the 
individual groups. 


PROSTATIC ACID PHOSPHATASE—NOBLES ET AL. 2021 


Group 1.—The first group is composed of patients 
in whom the carcinoma was limited entirely to the 
prostate itself, without evidence of local extension or 
distant metastases. The results of the phosphatase 
studies are listed in table 1. 

The patients in cases 1 through 7 were ones in 
whom a minute focus of carcinoma was found after 
multiple sections were made of tissue removed at the 
time of prostatectomy. The patients in the remaining 
cases, 8 through 17, were those in whom the disease 
was more extensive, generally involving more than 
one lobe. It will be seen from the table that only one 
patient, in case 9, demonstrated an elevated prostatic 
acid phosphatase level of 0.8 units per 100 cc. The 
levels in the others were well within normal range, and 
in every case the total acid phosphatase level was 
normal. Thus, from a group of 17 patients with 
carcinoma found to be limited to the prostate itself 
by all available clinical, x-ray, and histological evi- 
dence, only one showed any elevation of the prostatic 


Taste 1.—Data on Serum and Prostatic Acid Phosphatase 
Levels in Patients with Carcinoma Confined to Prostate 


Acid Phosphatase Level» 


Units /100 Ce 
Case No Total Prostatic 

0.7 


acid phosphatase level. These data are in disagree- 
ment with certain published reports and point to the 
inadequacy of the test in detecting early carcinoma. 

Group 2.—A separate grouping was made of patients 
with further extension of the disease. In these cases, 
either there has been invasion of the seminal vesicles 
demonstrated microscopically in the specimen taken 
during radical perineal prostatectomy, or the clinical 
impression of seminal vesicle invasion with cancer has 
been borne out by Silverman needle biopsy of the 
tumor mass. Again, in this group there were no demon- 
strable distant metastases, and the remainder of the 
periprostatic tissue seemed free of disease by clinical 
or microscopic findings or both. Table 2 summarizes 
these results and shows that, of a total of 16 patients, 
only 1 showed an elevated prostatic acid phosphatase 
level. This was in the patient in case 33 who had a 
level of 0.8 units per 100 cc. and in whom micro- 
scopic examination of a section of the biopsy speci- 
men demonstrated tumor extending into the prostatic 
urethra at the line of resection. None of these patients 
had an elevated total serum level, and the prostatic 
acid phosphatase levels were generally under 0.5 units 
per 100 cc. 

Group 3.—Table 3 lists the data from a third group 
of patients, consisting of those who had distant soft 
tissue or bone metastases or who had very extensive 
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local disease, with the prostate usually fixed to the 
pelvic wall. None of these patients had any therapy, 
operative or hormonal, prior to the phosphatase de- 
terminations. Unlike the patients in group 2, each 
of these patients demonstrated an elevation of the 
prostatic acid phosphatase level except for two pa- 
tients, the patient in case 48, in whom x-ray diagnosis 
of metastasis was not clearly established, and the one 


Taste 2.—Data on Acid Phosphatase Levels in Patients With 

Carcinoma of Prostate With Involvement of Seminal Vesicles 

but Without Other Extension or Known Metastasis After 
Operation Procedures 


Acid Phosphatase Levels, 
Units/100 Ce. 


Case 
No. Operation Total Prostatic 
18 Radical perineal prostatectomy ...... 0.5 0.2 
19 Silverman needle biopsy ............... 2.0 0.6 
20 Silverman needle biopsy ............... 1.0 01 
22 Silverman needle biopsy ............... 14 0.0 
23 Transurethral prostatic resection ..... 05 0.2 
24 Radical perineal prostatectomy ....... 1.8 0.5 
25 Silverman needle biopsy ............... 1.3 0.3 
26 Silverman needle biopsy ............... 1.6 0.0 
27 Silverman needle biopsy ............... 1.2 0.4 
28 Silverman needle biopsy ............... 1.2 0.2 
29 Silverman needle biopsy ............... 1.6 0.2 
30 Radical perineal prostatectomy ...... 1.4 0.3 
31 Radical perineal prostatectomy ...... 1.9 0.2 
32 Radical perineal prostatectomy ...... 1.6 0.1 
33 Radical perineal prostatectomy ...... 1.8 0.8 


in case 34, who showed a normal prostatic level and 
elevated total serum level. Unfortunately, the determ- 
inations were not repeated. Two of these 15 patients 
showed an elevated prostatic level with a normal total 
serum acid phosphatase level. The degrees of elevation 
of the prostatic acid phosphatase level were quite 
varied and did not seem related to the extent of 
disease as demonstrated by x-ray. It appears from this, 
then, that elevations of the prostatic phosphatase levels 


TasLe 3.—Data on Acid Phosphatase Levels in Patients with 
Extensive Local Disease or Distant Metastasis Who Had 
Not Undergone Therapy Prior to Determinations 


Acid Phosphatase Levels, 
Units/100 Ce. 


Case 

No. Clinieal Status Total Prostatic 

34 Extensive bony metastases ............ §.2 0.7 

35 Cervical node metastases .............. 2.3 1.1 

36 Spine and pelvic metastases .......... 24. 23.5 

38 Cervical node metastases .............. 6.9 3.7 

40 Extensive bony metastases ........... 3.2 1.0 

41 Extensive bony metastases ............ 11.5 4.6 

42 Prostate fixed to pelvie wall ......... 10.8 8.9 

43 Extensive bony metastases ............ 21.9 14.4 

44 Extensive bony metastases ........... 24.6 20.1 

45 Extensive local disease ............... 2.3 09 

416 Prostate fixed to pelvie wall .......... 2.9 32 

48 Extensive local disease and possible 
1.5 0.2 


become manifest only when there has been consider- 
able local extension or distant metastasis of the di- 
sease. In several of these patients, there was marked 
elevation of both the total and prostatic phosphatase 
levels in the presence of nodal but not bony metasta- 
ses, indicating either that elevations can occur without 


metastasis to bone or that the metastases were too 


small to be demonstrated roentgenologically. 
Group 4.—Group 4 comprises the largest single 
group and consists of patients with carcinoma of the 


prostate who previously had hormonal therapy or 
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orchiectomy or both prior to the acid phosphatase 
determinations. Without exception, each of these 2] 
patients, at the time of the phosphatase studies, was 
considered to have progressing disease even though 
there may have been an initial remission due to the 
endocrine therapy. They were hospitalized at this 
time because of severe bone pain or obstructive symp. 
toms from local recurrence. The diagnosis of carcinoma 
was established at the time of the initiation of therapy 
by Silverman needle biopsy in all patients who either 
had undergone bilateral orchiectomy or had simply 
received estrogen therapy. The duration of estrogen 
therapy is difficult to assess, but in most cases it was 
continued from the beginning of therapy until the 
acid phosphatase study was made. 

The data from this group are summarized in table 4. 
From a total of 21 patients, only 5 demonstrated 
elevated serum acid phosphatase levels, and each of 


TasLe 4.—Data on Acid Phosphatase Levels in Patients with 
Prostatic Carcinoma Who Had Received Previous Hormonal 
Therapy or Had Undergone Orchiectomy and Are Now in 


Exacerbation 
Acid Phosphatase Levels, 
Year of Units/100 Ce. 

Case Type and Year of Estrogen —— /-— - 
No. Previous Operation Therapy Total Prostatic 
49 TUR* and orchiectomy, 1950 .... <6 3.5 1.0 
GO 1952 4.6 0.8 
Gi 1953 20.6 18 

4 Orchiectomy, 1951 ..............2. 1951 20 0.3 
5506 TUR* and orchiectomy, 1953 ..... 3.0 0.0 
56 1951 2.4 01 
57 TUR* and orchiectomy, 1953 .... 1958 1.0 0.3 
58 Suprapubie prostatectomy and 

Orechiectomy, 1047 14 0.2 
@ Orehtectomy, 1958 1952 0.9 0.1 

61 Orchiectomy, 1951 1951 1.5 
62. TUR* and orchiectomy, 1952 .... 1952 2.6 0.9 
63 TUR* and orchiectomy, 1954 2.3 0.0 
Gh 1943 0.7 04 
65 Radieal perineal 

prostatectomy, 1952 .............- 1943 17.2 13.3 

1951 10. 6.9 

67 TUR* and orchiectomy, 1950 ..... aha 2.3 14 
68 Orchiectomy, 1954 2.1 00 


* TUR, transurethral prostatic resection. 


these had a concomitant elevation of the prostatic 
fraction. Three of the remaining 16 had an elevated 
prostatic level and a normal total serum level, and the 
rest of the group had normal values for both. Again, 
there seemed to be no correlation between the extent 
of elevation and the extent of the disease as seen 
clinically. One of the patients with the most extensive 
disease, case 62, showed only an elevation of the 
prostatic level to 0.9 units per 100 cc. with a normal 
serum level. fT hese data therefore suggest that once 
there is a remission due to hormonal therapy, with sub- 
sequent further progression of the disease, there need 
not be a secondary elevation of the prostatic level. 
Each of these patients was considered to have ex- 
tensive disease initially, and presumably at least 80% 
would have shown elevations of the prostatic acid 
phosphatase level when therapy was begun. The fall 
to normal levels is indicative of successful hormonal 
control of the disease, but that these levels failed to 
rise again in 13 out of 21 patients in clinical relapse 
points to the inadequacy of the test in follow-up of 
patients through remissions and exacerbations. 

It has been postulated that the prostatic acid 
phosphatase fraction is a much more sensitive index 
of tumor activity than the total acid phosphatase in 
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patients treated by hormonal therapy. Our data, how- 
ever. do not bear this out. Clearly, more extensive 
investigation of a similar group is necessary before any 
positive generalizations can be drawn. Thus far it 
appeus that, although determination of the prostatic 
acid phosphatase level may be a superior test in the 
initial regulation of patients being treated by hor- 
moni therapy, it has not shown a similar superiority 
in patients who are in relapse, and, in fict, more often 
than not, neither the total serum or the prostatic levels 
will show a secondary rise with later progressive 
disease. For the present, it would seem that the 
serum acid phosphatase determinaticns alone provide 
all the useful information avvilable for the clinical 


fancy 5.—Data on Acid Phosphatase Levels in Patients with 
Radical Perineal Prostatectomy with No Hormonal 
Therapy Prior to Determinations 
Acid Phosphatase 
Determination 
Clinical Status of - 


Patient at Time of Total, Prostatie, 
of Acid Phosphatase Units Units 
No. Operation Determinations Dute 100 Ce 1) Ce 
“9 11/13/48 Loeal recurrence ........... 10/18 34 1.6 0.2 
12/31/51 Bony metastases ........... WwW) 5 1.7 
Bony metastases .......... 6/15 54 2.7 1.2 
147 No evidence of recurrence on 
TURt or x-ray examination 10/20 54 51 3.3 
14 Extensive bone and lymph 
node metastases .......... 7/13/54 3.8 Od 
74 151 Local recurrence and 
bone metastases ...... 20 038 
No evidence of reeurrence 5 14 54 18 
No evidence of recurrence .. 12) 7 44 »” 01 
1951 Bony metastases ........... 7.9 3 
8°°5/53 Bony metastases .... Ww” Ww? 
No evidence of reeurrence 4/2056 1.7 01 
Is 1/2255 No evidence of recurrence .. 2.565 


* Patient died 2 mo. postoperatively and was found to have extensive 
hone and soft tissue metastases. 
‘TUR, transurethral prostatic resection 


management of patients with extensive disease whose 
conditions have been brought under successful con- 
trol with hormone therapy or orchiectomy. 

Group 5.—Table 5 summarizes the findings in 11 
patients who had been treated for prostatic carcinoma 
by radical perineal prostatectomy at some time in the 
past and who had not received endocrine therapy. 
The clinical status of each patient, as adjudged by the 
same criteria for all other patients, is listed, along 
with the date of operation and the date and result 
of the phosphatase determinations. Eight of these pa- 
tients had a recurrence of disease. A_ significant 
feature of these data appears in the fact that the four 
patients without evidence of recurrence showed very 
low prostatic fractions, 0.1 units or less per 100 cc., 
and it is in patients with previous radical prostatec- 
tomy that routine determination of the prostatic 
fraction mav be worthwhile. 

Four of the eight patients with recurrence had pros- 
tatic acid phosphatase levels in the range of 0.2 to 0.5 
units per 100 cc., and we hope to accumulate further 
cases to bear out our presentiment that an elevation of 
the prostatic level into this range in a patient who had 
\ndergone previous radical prostatectomy may serve 
as a useful danger signal indicating recurrence. Our 
data thus far are merely suggestive. 

Group 6.—The pertinent data from nine patients 
in whom we found an elevated prostatic fraction with- 
out evidence of prostatic carcinoma are listed in 
table 6. As can be seen, the follow-up studies were 
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done at intervals of from cne week to nearly a veu 
Every patient was subjected to the same battery of 
tudies as were all others with suspected carcinom 
of the prostate. In each case the acid phosphatase 
'wels were determined one or more days after a 
digital rectal examination, and, in cases 85 and S6, the 
tests were done prior to the operation. Eleva- 
ions of the prostatic fraction from 08 to 2.5 units 
ver 100 cc. were encountered in patients with benign 
vrostatic hypertrophy and other diseases. These levels 
returned to normal in five of seven patients aftet 
prostatectomy, although, in cases 85 and S86, the eleva 
‘ions persisted. It should be emphasized that the 
elevation in the prostatic acid phosphatase level in 
the patient in case 83, which was 2.0 units per 100 c¢ 
was found the day after a Silverman needle biopsy 
again pointing up the caution that must be exercised 
‘n interpreting the levels after prostatic manipulation 
These data confirm the suspicion that elevations of 
the prostatic acid phosphatase level above 0.7 units 
per 100 ce. are possible in patients who do not have 
prostatic carcinoma and that even elevations above the 
level of 1.5 units are not diagnostic of carcinoma. That 
these are not merely laboratory errors is supported by 
the fact that certain of these elevations persisted on 
repeat determinations. They more likely represent 
false-positive values in patients who for unexplained 


Tasie 6.—Data on Patients with Elevated Levels of Prostati 
Acid Phosphatase and Without Evidence 
of Carcinoma of Prostate 
Acid Phosphatas« 
Determination 
Total Prostath 
(use Units Units 
No Diagnosis Operation Dute 
Benign prostatic Suprapubie prosta- 11 30 54 0 1? 
hypertrophy tectomy, 12/144 12 14/54 2.5 06 
sl Benicn prostatic Suprapubie prosta 
hypertrophy tectomy, 5/6 54 412/55 
82 Bladder neck stric- Transurethral 
ture after supra prostatic resee 14 
pubic prostatee tion, 8/17 55 
tomy 
83 Benign prostatic Silverman needle 2.7 
hypertrophy biopsy, & 25 2.1 
and transure 
thral prostatic re 
section, & 55 
si Choroidal melano- Perineal prosta 123 55 3.8 
ma and benign tectomy, 9/3055, 9 27 2.7 
prostatic hyper- and enucleation 6 20 
trophy of tumor ot 
right eye, 
1011/55 
Benign prostatic Suprapubic prosta- 3 29 55 2.0 
hypertrophy tectomy, 3/29/55 4/ 5/55 3.0 14 
“i Benign prostatic Transurethral 6/55 09 
hypertrophy prostatic resee 12/13/55 os 
tion, 12/6 55 
athy 4/55 
ss Benign prostatic 4.5/0 14 14 
hypertrophy and 1s 
bleeding hiatal 
hernia 


reasons have a transient or persistent clevation of the 
level of the prostatic fraction. Interestingly enough, in 
two of these patients the elevations did not return to 
normal after a simple prostatectomy. 


Comment 


As was pointed out originally, the purpose of this 
study is to assess the absolute value of the prostatic 
acid phosphatase determinations in patients with 
carcinoma of the prostate. Fishman and Lerner have 
offered the theory that the level of the prostatic frac- 
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tion frequently is elevated in patients with localized 
carcinoma before the total acid phosphatase rises to 
abnormal levels; the test, therefore, would be of im- 
measurable diagnostic aid in evaluating patients with 
suspected carcinoma. Our experience, however, has 
not borne this out. In a group of seven patients 
with histologically proved minute foci of carcinoma, 
none showed abnormal elevations of the levels of 
either the total acid phosphatase or the prostatic 
fraction. Of a total of 17 patients whose disease was 
limited to the prostate, only 1 had an elevation of the 
prostatic level, this being to 0.8 units per 100 cc. The 
recognized percentage of false-positive values in this 
test is in the order of 4 to 8%, and this elevation is con- 
sidered to be in keeping with this incidence. Possibly, 
however, this patient has undetected distant metastases 
producing the enzyme; thus far our follow-up period is 
only two months. From these data, we believe that 
the level of the prostatic fraction does not show eleva- 
tions in patients in whom disease is limited completely 
to the prostate. Consequently, we feel that the deter- 
mination of the prostatic acid phosphatase level has 
not been of value in diagnosing early carcinoma. 
Even as the disease spreads into the seminal vesicles, 
the prostatic level remains within the normal range. 
As it becomes still more widespread, however, eleva- 
tion of the prostatic level appears, and, in a group of 
15 patients with extensive disease, 13 were found to 
have elevated prostatic acid phosphatase levels. Four 
of these 13 had a normal total acid phosphatase level, 
and, from our entire group, each patient with a sub- 
stantial elevation of the prostatic level was found to 
have disease spread far beyond the confines of the 
prostate and the seminal vesicles. 

Several workers ‘* have reported a decreased activity 
of the acid phosphatase enzyme in tissue extracts of 
prostatic carcinoma as compared with that in normal 
or hypertrophied glands. It has been proposed that the 
occurrence of metastasis may be associated with the 
breakdown of barriers that exist in the prostate itself, 
preventing the escape of acid phosphatase into the 
circulation, and thus far our clinical evidence lends 
credence to this theory. Qualitative differences 
may exist between the acid phosphatase enzymes 
liberated by normal and neoplastic prostatic tissue, 
and the hope remains that further refinements of our 
present methods of determination will permit earlier 
detection of carcinoma. 

For the present, we do submit the premise that the 
levels of the prostatic fraction as we are now able to 
measure them may be of extreme value in patients 
apparently with localized disease, histologically veri- 
fied, who are about to undergo radical surgery. Be- 
cause of the natural history of this type of carcinoma, 
it is possible to have apparently well-localized disease 
associated with distant, extensive, and otherwise 
undetectable metastases. It has been clearly established 
that only about one-half of the actual instances of 
bony metastases can be detected by x-ray examination. 
We are of the opinion that patients with a persistent 
elevation of the prostatic acid phosphatase level above 
0.7 units per 100 cc., in whom the diagnosis of carci- 
noma has been made histologically by biopsy, should 
be strongly suspected of having metastases, even 
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though clinically the disease appears to be localized 
Therefore, these patients are questionable candidate 
for radical perineal prostatectomy, except for the pur. 
pose of palliation to avoid the distressing symptom 
of bleeding, obstruction, and bladder irritation. 
We have not attempted statistical evaluation of 
these data, because our series is too small to alloy 
valid statistical conclusions. Necessarily, the experi. 
ence of any single urologic service is limited, and 


_considerable time must elapse before a_ sufficient) 


large number of case reports accumulate. Because 0 
the conflicting reports that have appeared, it becomes 
imperative that carefully obtained data be reported 
from other centers in order that investigation of these 
problems may be carried to a satisfactory conclusion, 


Summary 


Eighty-eight cases, including 79 cases of carcinoma 
of the prostate, have been studied with reference to 
the value of serum and prostatic acid phosphatase 
levels in clinical evaluation. Of a total of 17 patients 
with carcinoma localized to the prostate gland, onl 
1 had an elevated level of prostatic acid phosphatase 
and all had normal levels of total acid phosphatase. 
These findings are in conflict with previously reported 
studies and indicate that in our hands these tests have 
been of little value in the detection of early carcinoma. 

Elevations of the levels of the prostatic fraction were 
found in patients with either very extensive local 
disease or metastasis, although demonstrable bone 
metastases were not present in all patients with ab- 
normally high levels. We believe that prostatic acid 
phosphatase levels may be of extreme value in pa- 
tients with histologically verified carcinoma who are 
about to undergo radical perineal prostatectomy; 
elevations above 0.7 units per 100 cc. weigh heavily 
against surgery because of the likelihood of existing 
distant metastases. 

Many patients with widespread prostatic carcinoma, 
after an endocrine-induced remission, will not have 
concomitant elevations in the prostatic acid phos- 
phatase levels when the disease again becomes pro: 
gressive, indicating that under these conditions the 
test is a poor index of tumor activity and is no better 
than the total serum acid phosphatase level alone. 
The data suggest also that the test may be of value 
in following patients after radical prostatectomy: 
slight elevations above the usual very low level may 
indicate recurrence of disease. 


275 Charles St. (14) (Dr. Kerr). 
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eCOMEs i} 
eported 
of these NEW SET OF TYPE A INFLUENZA VIRUSES i} 
‘lusion, 4 
Keith E. Jensen, Ph.D., Montgomery, Ala. i 
cinoma The Public Health Service has been asked to summarize for Tue JouRNAL some of the tech- | 
nce to i nical information currently available about the new influenza situation. The Communicable | 
hatase Disease Center of the Public Health Service maintains a Respiratory Disease Unit in the Virus ' 
atients iT and Rickettsia Section in Montgomery. This unit is responsible for the World Health Organization ig 
|, only International Influenza center for the Americas. As chief of this unit, many of the observations oR 
hatase made concerning the new viruses have been communicated to the author of the following arti- ) 
atase, ie cle by investigators in virus laboratories elsewhere, especially those at Walter Reed Army In- | 
orted stitute of Research, the School of Public Health in the University of Michigan, and the influenza | 
have centers in London and Geneva. The earliest data and evidence derived by teams of U.S. Army 
toma. investigators have been reported.’ Priority and responsibilities for each observation will be : 
were established in this conventional manner with publication of completed studies by the individual i 
local investigators in suitable journals.—Ep. 
bone 
1ab- JB The phenomenon of antigenic variation among the * Four major immunological types of virus (A, B, C, i 
acid JR} viruses which cause influenza has been recognized and D) are now known to cause influenza; each ‘. 
| pa- [RP since the earliest vaccine trials as a basic problem in comprises a completely distinct group. Within type - 
» are HR development of effective control of the disease by im- A are variants with marked antigenic differences, f 
omy; ' munization.* Four major immunological types (A, B, and groups of these strains comprise sets or families. ; 
avily » C,and D) are now known, and these comprise com- In May, 1957, representative strains from a new set, 
ting fF pletely distinct groups of viruses. Marked antigenic now termed Far East (FE) or Asian influenza A were 
» differences among strains within types A and B have isolated from epidemics of influenza in Singapore. 
ma, 7 appeared with some regularity. Observations made Only slight antigenic similarity is evident between a 
lave #@ with viruses isolated during the last 24 years indicate the FE viruses and other type A influenza strains. 
hos- "that these variations may be summarized as four sero- Serologic diagnosis may be made with either hemag- 
pro- logically intersecting sets of type A strains. These glutination-inhibition or complement-fixation tests 
the groups have been referred to as sets or families * and with the new antigens. 
tter » previously included the Swine, PR8, and FM1 sets of Py 
me, strains. Each has been successively responsible for 
lue HM type A influenza for a period of years. Serologic evi- strongly indicates that the fourth set of strains has as 
ny; dence has been obtained that strains of the antigenic evolved this deal and can be expected to replace the ; 
vay nature of the Swine set probably caused pandemic FMI set or A-prime isolates. These a we : 
influenza in 1917-1919, remained in circulation 5 to first isolated in May, 1957, from epidemics of influenza 
10 years, and then vanished.* The first isolates from Singapore d termed Far East (FE) = 
humans were distantly related to the Swine set, and uenza A." This designation is greatly preferred over 
ae clearly constitute another group, that is, the PRS set. an A-double prime or similar name. 
ma Type A influenza strains prevalent during the years Antigenic Relationships 
1933-1943 were members of this later group, as shown ee Ae 
‘id | by observations of protective effect of vaccination, The modifications of antigenic structure among 
d, # antigenic analysis of strains, and seroepidemiologic strains in earlier sets have been followed with interest. 
. considerations of strains. In 1946-1947 the FMI set Early in 1956, virus isolates from Holland, Canada, the 
e 5 or A-prime viruses completely replaced the earlier United States, England, India, Hawaii, and elsewhere 
groups, and the etiological agents of influenza A have were found to be sharply different from strains cir- 
been variants within the FM1 set during the last 10 culated although they Clearty 
years on a world-wide basis. The emergence of a new in the FMI This called the Dutch 56 
" group of strains has been expected.’ Available evidence by Engl ish investigators.’ Strains isolated in Japanese 
epidemics in December, 1956, were antigenically simi- 


From the Communicable Disease Center, Public Health lar to the Dutch 56 strains. Influenza cases which 
Service, U. S. Department of Health, Education, and Welfare. occurred from January through March, 1957, in many 
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areas of the United States, Europe, and Asia were 
caused by influenza A viruses closely related to the 


Dutch 56 strains. The FE isolates are distinctly differ- 
ent in antigenic comparisons with all earlier type A 
viruses. Typical results of hemagglutination-inhibition 
tests with serums from convalescent ferrets and im- 
munized chickens and several strains of types A, B, C, 
and D influenza are presented in table 1. Although 
different titers will be obtained with the use of various 
lines of each virus and serums from other animals or 
from bleedings at different times after immunization, 
these results appear to indicate to fair degree the 
antigenic relationships which exist among these 
viruses. Comparable data have been obtained with 
serums against several other type A isolates. 

The isolates have been given designations by influ- 
enza centers which indicate the antigenic type and the 
geographical location of the laboratory which made 
the isolation or where the case occurred and the vear 
of isolation. A number before the year differentiates 
between isolates and may identify the laboratory re- 
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intersection between later sets and those of whi 
Swine/31 and PR8/34 are prototype strains can hs 
seen by the low antibody titers. No reactions wep, 
found between the strains from different types (A. 
C, and D). 

The FE viruses are also set apart by results obtained 
with virus neutralization tests using virus infection j: 
embryonate eggs as the index of serum-virus inter. 
action. 

At least 20 isolates have been typed as member 
of the new set, including agents from epidemics i 
Asia and Europe and sporadic cases in the United 
States and elsewhere.*” Although slight differences ay: 
noted in cross tests among these viruses, all are close 
related antigenically and comprise a new group, or 
the fourth set of type A influenza viruses. 

The relationship to the older type A. strains js 
evident from results of complement-fixation tests 
Both allantoic fluids and membrane extracts from 
embryonate eggs infected with the new agent have 
been demonstrated to contain high concentrations of 


TABLE 1.—Results of Cross Hemagglutination-Inhibition Tests 


Isolates Swine /31 PRS/34 FM1/47 
0 0 | 0 
0 0 0 


Antiserum 

(FE) Japan 

Mal Haw Den /57 /305* Send 52 
0 0 0 0 0 0 0 
9 100 400 0 0 0 9 
200 i 0 71 0 0 0 9 
1,600 100 400 9 0 0 
0 8,200 64M | 0 0 0 ii) 
0 1,600 | 0 0 0 

0 0 0 aM) 0 0 0 
0 0 9 4 0 
0 0 0 ( 0 S00) 0 
9 0 0 9 0 0 1,400 


* Chicken serum against prototype strain of Far East (FE) A; other serums are from ferrets after infections with the designated isolates. 


+0=no inhibition of 4 hemagglutinating units by 1:50 dilution (final). 


t Inhibition noted with 2 pools of chicken serums but not with 2 other pools 


sponsible for obtaining the virus. Thus, strains with 
the block of numbers 300-400 have been forwarded 
by the Walter Reed Army Institute of Research, Ex- 
ceptions to this rule are A/Swine/1976/31, which is 
the virus isolated from pig no. 1976 by Dr. Shope, and 
the C/JJ/50, where the letters “JJ” are initials from a 
patient’s name. 

With the possible exception of a slight reaction be- 
tween the A/Denver/57 virus and antiserum against 
the FE isolate A/Japan/305/57, no antigenic simi- 
larity is evident between the FE virus and other in- 
fluenza strains. In contrast to these results, titers 
obtained with the A/Hawaii/56 and A/Denver/57 
isolates indicate a very close antigenic relationship. 
These viruses also cross-react to a high degree with 
“Dutch 56” viruses and all influenza virus isolations 
made during the period from January to April, 1957, 
from many areas of the world. The dotted line is to 
draw attention to the reactions noted between these 
isolates and the FM1/47 and Mal/54. These results 
indicate that all four are in a set but that the 1956- 
1957 isolates may be sufficiently different to alter the 
formula for a polyvalent influenza vaccine. Antigenic 


influenza A antigens. Data presented in table 2 confirm 
other observations that the A/Japan/305/57 (FE) 
strain is a type A influenza virus and that it may be 
more closely related to A/Denver/1/57 than to 
A/PR8/34. These results were obtained using a 
standard overnight fixation method and demonstrate 
that viral antigens in allantoic fluids gave a more spe- 
cific reaction than did the membrane extracts which 
contained a high concentration of “soluble” antigen. 
The membrane extracts had been absorbed with 
erythrocytes to remove viral particles. 


Growth in Eggs, Tissue Culture, Mice and Ferrets 


Strains of the FE set have a host range and in vitro 
behavior similar to other type A influenza viruses. 
Isolations from throat washings are readily accom- 
plished by standard methods using the chick embryo 
amniotic sac.* Allantoic fluids harvested from infected 
embryonate eggs contain concentrations of 10* to 10° 
egg infectious doses per milliliter. No notable dif- 
ferences in titers were obtained when eggs were incu- 
bated at 35 C rather than 37 C. Concentrations of 
virus as measured by hemagglutination of guinea 
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pig. human, or chicken erythrocytes have been com- 
paratively low (100 to 200), even when the eggs were 
injected with highly diluted seed or treated cortisone. 
4n exception to this observation has been with the 
recently acquired isolate, A/Formosa/313/57. Eleven- 
day embryonate eggs inoculated with this strain by 
the allantoic route and incubated for 48 hours at 37 C 
have repeatedly vielded pools of allantoic fluids with 
hemagglutinin titers of 1:800. 

Fluids from eggs inoculated with strains of the FE 
set contain virus particles in the filamentous and 
spherical forms.” Similar pleomorphism has been dem- 
onstrated with many type A _ strains by electron 
photomicrography or with the light microscope using 
darkfield illumination or staining with impregnation 


2.—Antibody Titers from Complement-F ixation Tests 
with Serums from Recently Infected Humans® or Ferrets 


Human Ferret 
Serums Serums 
Conva Conva 
Antigens Acute lescent Acute lescent 
\ Japan /305/57 
\ Denver/1/57 
\ PRs 34 
CRUTACE <8 4 <8 32 
B GL 1739/54 
MemOTANe oc <8 <8 <5 


Infections with strains similar to A/Denver/1/57. 


procedures." These observations may account for the 
usually low hemagglutinin titers obtained and _anti- 
genic behavior noted with several of the FE isolates. 
Investigations concerning the significance of these 
forms in fluids from infected eggs have demonstrated 
that the long fibers will »gglutinate cells and have the 
antigenic specificity of spherical virus particles; how- 
ever, they are believed to be infective only at one 
end.'” Future work with these viruses is indicated to 
clarify the nature of the various forms. 

It was of interest to find that the FE_ isolate, 
\/Japan/305/57, would agglutinate sheep erythro- 
cytes. After observations in complement-fixation tests 
with the virus in allantoic fluids as the antigen, com- 
parative hemagglutination titrations were carried out 
with 1% suspensions of sheep erythrocytes and 0.5% 
chicken red blood cell suspensions at 4 C and room 
temperature. At either temperature this virus in 
allantoic fluids diluted in the usual phosphate-buffered 
saline solution caused the formation of the typical 
patterns with both sheep and chicken cells in titers 
of 1:100. In contrast, the several other type A strains 
isolated in previous years did not agglutinate the sheep 
cells. In this respect the FE isolate behaves more like 
tvpe B strain Lee/40, which also agglutinated sheep 
cells at both temperatures. The significance of these 
observations is not yet clear. Although it has been 
suggested that the strength of the virus-cell bond varies 
with strains of virus and the species of animals from 
which the erythrocytes are obtained,'’ further work 
must be carried out to permit additional speculation. 

Very limited information has been obtained con- 
cerning the growth of FE viruses in tissue culture, 
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mice, and ferrets. Virus in allantoic fluids from in- 
fected eggs will multiply in monolayer monkey kidney 
cultures as seen by an increase in hemagglutinin in- 
fectivity and slight cvtopathogenic changes. The con- 
centration of virus produced is similar to that found 
with many egg-adapted type A strains with hemag- 
glutinin titers in the 10-100 range.'’ 

The new viruses also grow in mice and ferrets after 
intranasal inoculations, Characteristic lung consolida- 
tion was found in mice 3 to 10 days after they were 
viven allantoic fluids containing 10° egg infectious 
doses of any of several FE isolates. The viruses have 
been maintained by several lung-to-mice transfers; 
however, after five passages lesions were no longer 
noted, indicating that many of the pathological 
changes in the first mice were prob tbly due to toxicity, 
as seen with other influenza viruses.'' Studies concern- 
ing the virulence of these viruses are being continued 


Serologic Behavior in Laboratory Tests 


It was early recognized that many of the FE influen- 
za isolates were very sensitive to nonspecific inhibitors 
in heated serums which are not antibody and therefore 
interfere with interpretation of results from hemag- 
glutination-inhibition (HI) tests. Furthermore, the 
treatment of serums with trypsin, periodate, or Vibrio 
cholerae extracts “ did not remove these troublesome 
inhibitors. Two of the isolates, A/Japan/305/57 and 
A/Formosa/313/57, were not sensitive, however, and 
a majority of the tests have been carried out with these 
strains. Lines of these viruses established by transfers 
in ferrets and mice and subsequently in eggs appear 
more ¢ pable of combining with antibody than those 
which have been carried only in eggs but have a 
greatly increased sensitivity to nonspecific inhibitors."* 

These consideraticns make it difficult to draw con- 
clusions from data derived by HI or virus neutraliza- 
tion tests. Future studies utilizing complement-fixation, 


3.—Comparative Hemagglutinin and Complement 
Fixation Antigen Titers of Allantoic Fluids 


‘ omple ment 


Fixation 
Hemagelutinin Antigen 
Virus Strain Titer’ Titer? 


* Reciprocal of highest dilution giving positive pattern test with 0.5 
suspension of chicken erythrocytes 

+ Conventional tests using overnight incubation at 4 © and pooled serum 
from persons convalescent from A infections in Mareh, 1957 


serum antibody absorption, or antibody-virus precip- 
itation methods may demonstrate a closer antigenic 
relationship between the FE viruses and earlier type 
strains. 

It has been reported '° that serum obtained from 
people in Holland in the age range 70-84 contained 
antibody against the FE strain. Rises in these antibody 
titers were found in this group after injection of type 
A vaccines prepared with strains isolated since 1933. 
This observation is of particular interest because it 
suggests that viruses prevalent during the pandemic 
of 1889 contained antigens shared with these most 
recent A strains, which would be similar to interrela- 
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tionships demonstrated with the Swine, PR8, and FM1 
sets of strains.'* Although serums taken from people 
of similar age groups in Alabama,'* Washington, 
D. C.,'" Michigan," and Missouri did not contain 
inhibiting antibody measurable with FE viruses, addi- 
tional tests with comparable postvaccination serums 
and other lines of FE viruses are indicated. Studies 
of this nature are being continued. 


Antigenic Potency 


The evidence is firm that the production of antibody 
stimulated by injections of preparations containing 
killed influenza viruses is correlated with immuniza- 
tion against the disease.* Vaccine specifications have 
been on the basis of viral concentrations determined 
by chicken cell agglutination (CCA) activity. Early 
results of studies with the prototype strain A/Japan/- 
305/57 by six vaccine manufacturers in the United 
States indicated that products containing more than 
200 CCA units per milliliter would be difficult to 
obtain.” Results of studies by the commission on 
influenza, Armed Forces Epidemiological Board,”' 
with previously isolated A viruses have made it clear 
that an antigenic mass represented by 750 to 1,000 
CCA units was most effective. The lower specification 
of 200 units for military and civilian uses ** is governed 
by the practical consideration of the yields obtained 
in experimental lots by vaccine manufacturers with 
the A/Japan/305/57 virus. 

There is reason to believe at this time that con- 
siderably more antigen is contained in preparations 
of this strain than the CCA titer indicates. Chickens 
immunized with allantoic fluids which contain about 
50 CCA units have responded by producing antibody 
measured by HI tests in titers as high as 1:800, which 
is in the range obtained with greater concentrations 
of immunizing fluids containing previously isolated A 
viruses.** When allantoic fluids were titrated by com- 
plement-fixation methods a much higher concentration 
of antigen was measured than with similar allantoic 
fluids from eggs infected with other type A viruses. 
Representative results of these tests are presented in 
table 3. It will be noted that, although the hemag- 
glutinin titers were lower with A/Japan/305/57, the 
highest complement-fixation antigen concentrations 
were found with this strain. Failure of the PR8 strain 
antigen to fix complement with antibody in these 
serums indicates the degree of specificity which may 
be encountered when serums from young age groups 
are used. This is in keeping with previously recorded 
observations concerning age-specific antibody.** In 
view of these results and the other considerations, 
additional studies are under way to assess the value 
of complement-fixation titers as a means of indicating 
antigen concentration and potency of influenza vac- 
cines.”° 

Several studies have been initiated to determine the 
minimal CCA dose of the A/Japan/305/57 strain nec- 
essary to elict antibody in groups of humans. At least 
three methods of virus concentration and vaccine 
manufacture are in use, and representative prepara- 
tions have been made available by several pharma- 
ceutical companies for these tests in adult civilian 
and military populations. Early results ** have indi- 
cated that antibody production can be stimulated with 
this virus. 
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Serologic Diagnosis 


The earliest tests *° demonstrated that compara- 
tively low antibody titers were found in serum trom 
patients convalescent from infection with the FE 
viruses. This may be due to the behavior of thiese 
strains in HI tests or, more likely, to the nature of 
antibody response when a new antigen is encount. 
ered.*' It is evident that serologic diagnosis can be 
made with both HI and complement-fixation test 
methods.** However, several cases not detectable 


“when the Japan/305 virus was used in HI tests were 


found by complement-fixation tests with that virus in 
allantoic fluid or membrane extracts containing soluble 
antigen.’* Previous experience has indicated that 
serologic diagnosis is more often made when both HI 
and complement-fixation tests are carried out rather 
than either one.” 


Availability of Materials and Information 


Diagnostic serums, antigens, and seed viruses have 
been sent to approximately 100 laboratories in the 
Americas which collaborate with the World Health 
Organization Influenza Program. Other interested 
laboratories are urged to join the network and offer 
their assistance. Any competent laboratory will be 
supplied materials and information concerning the 
laboratory aspects of influenza by the center upon 
request. 

Dr. C. C. Dauer, in the National Office of Vital 
Statistics, Washington, conducts the Influenza Informa- 
tion Office for the WHO Influenza Program in the 
United States, and Dr. A. M.-M. Payne, in the WHO 
offices at Geneva, coordinates the world-wide pro- 
gram. Dr. Dauer publishes information in the weekly 
Morbidity and Mortality Reports and should be con- 
tacted concerning pertinent clinical and epidemiologic 
observations. 

Summary 


The influenza now occurring in sporadic cases or 
epidemics in many areas of the world is caused by 
viruses of type A. Results of antigenic analyses of 
several of these isolates have made it clear that vac- 
cines should be modified to contain a representative 
of this new set of variants. Laboratory diagnosis can 
be established by serologic identification of agents 
isolated from throat washings and by complement 
fixation and hemagglutination-inhibition tests with 
paired serums from suspect cases. Diagnostic reagents 
including antigens and typing antiserums have been 
made available to state health officials and to many 
laboratories which are cooperating with the Influenza 
Program of the World Health Organization. Vaccine 
potency tests are in progress, and preliminary results 
are encouraging. 
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INFLUENZA 


LeRoy E. Burney, M.D., Washington, D. C. 


During recent weeks the eyes of the medical pro- 
fession of the United States have been on the influenza 
epidemic which swept through the Far East. Thus far 
only sporadic outbreaks have occurred in this country, 
and have not in themselves offered a serious problem. 

The important consideration, however, is what will 
happen during the fall and winter months. The distinct 
possibility of an influenza epidemic in the United States 
this coming winter cannot be ignored. Experts in the 
field say there is little question that we will have 
an epidemic in this country sometime during those 
months. In view of this, it seems appropriate to review 
the current situation, with some dwelling on the les- 
sons learned from the past ' so that we can be better 
prepared to meet any eventuality. 


Historical Aspects 


Outbreaks of influenza have attracted considerable 
attention from many outstanding physicians during 
centuries in which severe disease and high mortality 
were commonplace. The disease has been known 
through the ages under a variety of names—the jolly 
rant, gallants’ disease, the fashionable illness, and more 
recently as the flu, or the virus—none of which carry a 
particularly ominous note. 

Certain characteristics of the illness distinguished 
such occurrences from other contemporary disturb- 
ances of the day, among which were the sudden ap- 
pearance and the widespread involvement of all ages 
and kinds of people. 

The great similarity in many of the clinical descrip- 
tions is also evident. Of the extensive epidemic of 1557, 
T. Short relates, as quoted by Francis, “it began with 
a roughness of the jaws, small cough, then a strong 
fever, with a pain of the head, back and legs; some 


Surgeon General, U. S. Public Health Service, Department 
of Health, Education, and Welfare. 


¢ The situation with respect to Asian influenza is 
unique in that the causative virus has been isolated 
before the disease itself appeared in the United 
States. Intensive study of past experience makes it 
seem probable that this disease will continue to 
spread during the rest of the summer but will not be 
highly epidemic in the United States until fall or 
winter, when outbreaks are anticipated. Although it is 
impossible to make any firm predictions at this time, 
it is unlikely that the virulence of the infection, as 
manifested in case-mortality rates, will be higher in 
the later outbreaks. The present epidemic, with its 
rapidity of spread and high attack rate, is sufficiently 
unusual to press for immunization against the new 
virus. As a properly constituted vaccine is the only 
preventive, its use should be encouraged as soon as 
it becomes available. 


felt as though they were corded over the breast and 
had a weight at the stomach; all of which continued 
to the third day at the farthest; then the fever went 
off with a sweat, or bleeding at the nose. In some few, 
it turned to a pleurisy, or fatal peripneumony.” '. With 
limited variations this description is met again and 
again and remains virtually unchanged to the present 
day. 

Another prominent characteristic of this illness 
which has been recorded since the time of the first 
real pandemic in 1580 is low mortality.” The single 
exception to this was in the pandemic of 1918, which 
will be discussed in further detail. 

The first epidemic with origin in America was de- 
scribed in 1758. Again the high morbidity and low 
mortality feature was in evidence. Asia and Europe 
were hit with a pandemic in 1782. Many observers 
noted the tremendous incidence of the illness, with its 
peak in May in England, and, while the mortality was 
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low, frequent complications were described. Herpes, 
erysipelas, sore throat, and pulmonary disease were 
mentioned repeatedly. Also pointed out at this time 
was a striking difference in attack rates at varying 
ages. Young children and older people were less often 
affected than the middle-aged group. More women 
than men were said to escape. 

In the 19th and 20th centuries, recurrences were 
highlighted by the pandemics of 1890 and 1918. The 
pandemic of 1918-1919, which swept over nearly 
every continent and island of the globe, has been 
described as one of the great human catastrophes 
of all time. 

Our interest in the happenings preceding the 1918- 
1919 holocaust are reawakened in view of the unusual 
features accompanying the current epidemic of Asian 
influenza. In January, 1916, influenza was reported to 
be epidemic in 22 states but was described as a mild 
type of illness. 

As early as December, 1917, influenza was prevalent 
in Camp Kearny, California, and in other Army camps 
in January, 1918, but the disease was said to be mild. 
In the spring, localized outbreaks occurred in the civil- 
ian population of the United States and mortality 
from pneumonia rose sharply in certain cities. Mild 
epidemics of influenza were reported in various locali- 
ties in Western Europe in April and May of 1918, and 
in June and July more extensive outbreaks occurred 
in Great Britain and in Europe, China, India, the 
Philippine Islands, and Brazil. In these countries, 
mortality rose moderately. 

During August, 1918, epidemics of influenza were 
reported in Greece, Sweden, Switzerland, Spain, and 
the West Indies, and late in the month it appeared 
almost simultaneously in Camp Shelby, Mississippi, 
and Boston. In September, it appeared in rapid suc- 
cession in other cities and Army camps along the east- 
ern seaboard and the Gulf of Mexico and spread 
rapidly westward across the country. By October, the 
epidemic had involved the entire United States except 
for a few isolated areas. The interval between the 
peaks of the epidemic in Boston and in San Francisco 
was about four weeks, and the peaks in the number 
of deaths usually were reached within about one month 
after the beginning of the epidemic in a community or 
area. In some areas there was a recrudescence of the 
epidemic in January and February, 1919, which was 
most marked in the cities where the autumn epidemic 
was less severe. Thus the influenza epidemic of 1918- 
1919 was characterized by a relatively mild phase in 
the spring of 1918, an explosive outbreak with high 
mortality in the fall, and a third phase or recrudescence 
early in 1919. 

One distinct characteristic of the 1918-1920 pan- 
demic was the extraordinarily high mortality in young 
adults. The greatest amount of mortality in epidemics 
prior to and subsequent to 1918-1920 was found in 
children under 1 year of age and in persons aged 65 
and over. About 90% of the men in military service in 
World War I were young adults between 20 and 35 
years of age. Consequently, the armed forces were 
seriously affected, as were the same age groups in the 
civilian population. In the Army over a million men 
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were hospitalized for influenza and pneumonia, and 
of these there were more than 44,000 deaths. There 
were some 5,000 deaths among Navy personnel. 

It has been estimated that there were 20 million 
cases of influenza and pneumonia in the United States 
in 1918-1919, with approximately 850,000 deaths. The 
latter figure includes deaths reported in the military. 

The excess in the death rates over the “expected” 
in 1918-1919 was 598, 92% of which was caused by 
influenza and pneumonia. In recent years mortality 
from all causes has not shown a marked rise during 
influenza epidemics, and deaths attributed to influenza 
and pneumonia have been increasingly fewer in num- 
ber. The principal impact of influenza epidemics since 
1940 has been an excess of deaths from causes other 
than influenza and pneumonia, such as heart disease 
and other chronic diseases. As expected these deaths 
occur in the older age groups. 

Little is known of the true prevalence or incidence 
of influenza in recent years because reporting of in- 
dividual cases is unreliable. The disease cannot be 
clinically differentiated from other types of upper 
respiratory intections which may also be occurring 
during an epidemic of influenza, and it is not practi- 
cable to obtain laboratory diagnosis of all suspect 
cases. Absenteeism rates in schools, industries, or other 
working groups may rise, but such indexes are more 
useful in alerting health officers to the possibility of 
an influenza epidemic than in providing figures on 
incidence. 

The virus of human influenza was isolated by Smith, 
Andrewes, and Laidlaw in 1933 and 1934 after intra- 
nasal instillation of throat washings in ferrets. Since 
that time several strains and types of influenza virus 
have been isolated, and from materials from patients 
in 1932 and later years the predominant type of virus 
has been determined. 

Obviously studies prior to 1933 were largely de- 
scriptive of the nature of the outbreaks, including 
explosiveness, extent of the epidemic in terms of death 
in excess of normal seasonal expectancy, cases re- 
ported to health officers or estimated from household 
surveys immediately following the epidemic, time 
covered by the outbreak, regions or states where the 
epidemic was first noted, and the time and direction 
of its spread. 

Since 1948, the Influenza Study Program, which is 
sponsored by the World Health Organization, has 
maintained a system of reporting specific diagnoses 
of influenza in the United States, Canada, South Amer- 
ica, and Europe. Information concerning the specific 
diagnosis of influenza from approximately 40 collabo- 
rating laboratories located in universities, hospitals, 
public health services, and military installations is sent 
to the Influenza Information Center in the National 
Office of Vital Statistics. This information in turn has 
been published in weekly reports and sent to interested 
individuals in this country and abroad. 


Etiological Aspects 


Three immunologically distinct types of influenza 
virus have been identified (A, B, and C) and within 
type A are some four serologically intersecting groups 
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of type A strains. These groups have also been referred 
4) as sets or families. Each has been successively re- 
sponsible for type A influenza for a period of years. 
Serologic evidence has been obtained that strains of 
the antigenic nature of the swine set may have caused 
pandemic influenza in 1917-1919, remained in circula- 
tion 5 to 10 years, and then vanished except in swine. 
Such viral isolations have made it possible to recognize 
the cvclic nature of certain strains of influenza virus as 
well as to chart the course of an epidemic. 

In the United States during the period 1933-1943 
combined clinical, epidemiologic, and microbiologic 
studies have revealed six definite epidemics of influ- 
enza A. In 1947 A-prime viruses completely replaced 
the earlier groups and the etiological agents of in- 
fluenza A have been variants within the A-prime set 
during the last 10 years on a world-wide basis. In May 
of this vear a new strain of A-prime virus now termed 
the Asian influenza A-virus was isolated and has been 
found to be responsible for the current epidemic. 

Influenza B virus has been responsible for a number 
of epidemics, the first of which occurred in 1936, which 
recur at longer cycles than influenza A. In both 1936 
and 1940 influenza B occurred early in the year 
and influenza A in the late months. Influenza C is 
described as a virus in search of a disease, despite 
serologic studies demonstrating it to be a widespread 
infection. 

History has taught us that the same virus can be 
responsible for apparently sporadic, limited epidemic, 
or pandemic occurrences of influenza and that they 
may, in reality, represent stages in the development 
by the virus of epidemic properties during its adapta- 
tion to the human population. It is pointed out by the 
Commission on Influenza that, while the clinical and 
epidemiologic characteristics of epidemic prevalences 
may be quite similar, the problem of waves and re- 
currences is a complex one, involving viruses of differ- 
ent immunologic character. It seems that similar 
viruses have been responsible for the otherwise charac- 
teristic but unidentified experiences both before and 
after 1918. Interestingly enough, no particular bacterial 
agent has been a consistent, or even frequent, accom- 
paniment of these viral outbreaks. The conclusion is, 
then, that influenza virus was the decisive factor of 
1918, producing a severe primary damage to the res- 
piratory epithelium and creating a medium in which 
various bacterial agents could become implanted and 
produce the multiform pictures which were actually 
observed. 


Present Epidemic 


The current epidemic of influenza was first reported 
in Hong Kong and Singapore during the latter half 
of April, 1957. Then, in rapid succession, epidemics 
occurred in Taiwan, the Philippines, the Malayan 
States, Japan, India, and other areas. 

Army medical teams investigating the early epi- 
demics noted that the isolated virus appeared unusual 
in laboratory tests and sent the virus to the United 
States for antigenic analyses. These analyses demon- 
strated that the virus is type A, but is antigenically 
different in the hemoagglutination inhibition test from 
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any previously known type A strains. Animal anti- 
serums prepared against type A strains did not inhibit 
or neutralize the new variant, and no protective anti- 
body could be demonstrated in serums from human 
beings repeatedly vaccinated with previously prey 
alent type A virus. Information to date suggests 
that little protection against the new virus is gained 
by previous vaccination with existing influenza 
vaccine, 

Laboratory confirmation of sporadic outbreaks of 
Asian influenza in both military and civilian popula 
tions has been received from several sections of the 
United States. Beginning June 2, a series of influenza 
outbreaks were reported among ships which had been 
berthed in Narragansett Bay, Newport, R. 1. The 
means of introduction of the virus to this population 
could not be ascertained, and spread of the epidemi« 
was erratic. Subsequently infections with Far East 
strain influenza virus have been reported in San Diego 
Monterey, Davis, and San Francisco, Calif.; Cleveland 
Lexington, Ky.; Valley Forge, Pa.; Salt Lake City; and 
Grinnell, Iowa. 

An interesting example of how the virus has spread 
in the United States is illustrated in the appearance of 
illness in California early in June, apparently intro- 
duced from returning visitors from the Far East. From 
California the illness spread inland initially to lowa 
Montana, and Utah. Further seeding of the virus was 
accomplished in July by travelers originating in lowa 
and California. The highest attack rates (70%) have 
occurred among recruits in the military services. The 
other large outbreaks reported in the United States 
have been predominantly in groups of young people 
living, or brought together, in environments that favor 
the spread of infection. To date there has been little 
variation in severity of the illness and but two deaths 
have been reported in the United States resulting from 
complications of influenza. 


Clinical and Public Health Aspects 


The experience in Asia and in the United States 
since the new type of virus was introduced provides no 
basis for predicting an increase in severity of infection 
in the coming fall and winter or during the next year 
or two. The present concern arises largely from the 
possibility that a more virulent variant of the Asian 
type may emerge. The severity of the 1918 influenza 
epidemic is believed to have been due to some such 
mutation which exposed the population to a virus or 
viruses with antigenic properties radically different 
from those strains to which they had been previous} 
exposed. 

Influenza is one of several acute infectious diseases 
involving the upper respiratory tract that may occur 
in epidemic form. Such infections as adenovirus ( APC- 
ARD), exudative pharyngitis, the common cold, and 
others cannot be differentiated from influenza without 
appropriate confirmatory laboratory tests. An outbreak 
of influenza may occur simultaneously with one of 
the other respiratory infections. However, influenza 
usually spreads more widely and more rapidly and 
its presence may be suspected when an epidemic 
shows this characteristic. 
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Clinically influenza is usually characterized by 
abrupt onset, prostration, temperature as high as 
104 F (40 C), headache, myalgia, cough, and sore 
throat. X-ray examinations of the chest usually show 
no abnormal findings. Leukopenia is common in un- 
complicated cases. The febrile period usually lasts 
three to five days, following which the patient may 
complain of extreme weakness for several more days. 

In laboratory diagnosis of individual cases, the virus 
may be isolated from secretions of the nose and throat 
taken early in the course of the illness. The procedure 
consists of inoculating chicken eggs which have been 
incubated for about 10 days and recovering the virus 
in the fluids of the embryonic sac. 

Paired specimens of blood, one taken in the acute 
phase and the other 10 days to two weeks later, may 
be used for serologic tests. A fourfold or greater rise 
in antibody titer is regarded as an indication of in- 
fluenza infection. Since neither of these laboratory 
procedures can be completed while the patient is still 
acutely ill, they are of little value to the physician 
in prescribing treatment. Such tests are necessary, 
however, to confirm the presence or absence of in- 
fluenza in a community. 

Even when considered mild in terms of fatality, 
influenza epidemics cannot be regarded as innocuous. 
Illnesses usually are prostrating for two or more days 
and are often followed by a period of lassitude and 
weakness. In an epidemic, medical care facilities may 
be temporarily overtaxed, attendance in school in- 
terrupted, and the entire economy disrupted by ab- 
senteeism in all types of industries, some of which 
are in critical areas. 


Immunological Aspects 


The isolation of specific types and strains of influ- 
enza virus has explained substantially what was 
formerly believed to be the brief immunity conferred 
by an attack and has also created critical problems in 
the development and production of effective immuniz- 
ing agents. Type A was first isolated in 1933 and, in 
1940, type B was discovered and found to have no sero- 
logic relationship to type A. Neither virus stimulates 
the production of antibodies against the other. Thus it 
became clear why some individuals had second attacks 
of influenza within a year or two. The later identifica- 
tion of variants of type A further clarified the question 
of repeated attacks, since some of these variants had 
quite different antigenic components. Serologic tests 
conducted in recent years indicate, however, that an 
attack of influenza confers a relatively long-lasting im- 
munity to the specific virus involved, as well as to 
homologous or closely related strains. The introduction 
of new variants increases the possibility of repeated 
attacks. 

Vaccines of high potency will stimulate the produc- 
tion of antibodies against strains of influenza virus that 
have been used in their manufacture, as well as against 
closely related strains. Even when antibodies cannot 
be detected by serologic tests of vaccinated persons 
there is reason to believe that such vaccines afford 
some protection against natural infections, When a 
variant appears whose antigenic structure is widely 
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different from that of previously isolated viruses , 

vaccine which has been satisfactory hitherto inay be 
relatively ineffective against the new strain. Thj 
happened in 1947 when the A-prime influenza yin, 


‘was identified. The same problem confronts manufa¢. | 


turers of vaccine today with the introduction of th. 
new Asian virus. If a variant can be discovered an¢ 
incorporated into vaccine shortly after it has emerged 
the vaccine can often be used effectively in reducing 
the number and severity of illnesses caused by the 
new virus. 

Influenza vaccines have been used most extensively 
in special population groups such as military persop. 
nel, schools, and certain employee groups. Studies 
in the military reveal that a properly constituted vac. 
cine is 70% effective under epidemic or endemi 
conditions and that reactions to the vaccine are 
quite rare. Individuals known to be sensitive to egg 
are not given the vaccine, since virus is grown in 
embryonated eggs. 

The manufacturers of vaccines have been able to 
produce a satisfactory monovalent vaccine containing 
the Asian strain. They are currently working to pro- 
duce this vaccine on a large-scale basis. 


Present Considerations 


Thanks to alertness of epidemiologic and laboratory 
workers in the military, an isolation of the causative 
virus has been made prior to the appearance of influ- 
enza in the United States. The uniqueness of this 
situation is appreciated when we realize that for the 
first time in history we are in the fortunate position of 
being ahead of an impending epidemic of influenza. 

On the basis of past experience it seems probable 
that influenza will continue to spread for the remainder 
of the summer months but will not be highly epidemic 
in the United States until fall or winter, when out- 
breaks may be anticipated. Although the disease will 
probably be mild, there is always the outside possi- 
bility of a repeat of the 1918 epidemic. There is a 
further possibility that the virulence of the infection as 
reflected in case-mortality rates will increase. Even 
though these are still only possibilities, any prepara- 
tions which need to be made to meet these eventuali- 
ties must be accomplished now. After a pandemic 
starts it will be too late. 

The world-wide influenza study program under the 
auspices of WHO, which for the most part is mainly 
with the Public Health Service in the United States, 
has been functioning during the current alert and is 
being strengthened by a greater number of labora- 
tories and observers both in this country and abroad. 

At the invitation of WHO, a plan for investigation 
of influenza outbreaks in foreign countries has been 
developed by the Influenza Commission of the Armed 
Forces Epidemiologic Board. This operation will 
utilize personnel on the commission, certain investiga- 
tors from universities, and members of the uniformed 
services. In this way more detailed field information 
can be obtained about these epidemics than is avail- 
able from the usual sources. In particular the teams 
will be interested in determining (a) the properties 
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of the virus, (b) complete clinical descriptions, (c) 
wheter a bacterial component is associated with the 
JIness, and (d) epidemiologic aspects. 

The American Medical Association has already an- 
nounced a program designed to offset the severe 
strain placed on medical personnel when so many 
people suddenly become ill. 

Finally, in recent years the nature of influenza in 
the United States has not warranted the use of influ- 
enza vaccine except on a group basis to minimize 
absenteeism or in so-called priority groups. However, 
the present influenza epidemic, with its rapidity of 
spread and high attack rate, is sufficiently unusual to 
press for immunization against the new strain of in- 
fluenza virus. As a properly constituted vaccine is the 
only preventive for this disease, the Public Health 
Service with the Association of State and Territorial 
Health Officers and the American Medical Association 
plans to promote the use of the vaccine as soon as it 
becomes available. To accomplish this we plan to 
embark upon an educational and promotional cam- 
paign to encourage all persons who want it to seek 
influenza vaccine on a voluntary basis. Any such 
campaign must be conducted in an orderly fashion to 
avoid confusion and hysteria in the public and will 
call for the combined efforts of all of us. 


Summary 


Influenza has been known for centuries under a 
variety of names, but, except for the pandemic of 
1918, the illness was regarded lightly. For the past 
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25 years it has been possible to incriminate certain 
strains of type A virus and type B virus as causative 
agents of cyclic outbreaks of influenza. 

The current epidemic in the Far East and the 
sporadic outbreaks in the United States and elsewhere 
are caused by a new strain of type A virus popularly 
known as the Asian strain. There is a distinct 
probability that the current influenza epidemic will 
increase and develop into pandemic porportions by 
late fall or winter. Also there lurks the possibility of 
an increase in virulence of the infection as reflected in 
case-mortality rates. A properly constituted vaccine 
containing the new strain of type A virus represents the 
only preventive tool at our command. 

Influenza vaccines have been proved effective and 
safe in controlled studies conducted by the military. 
The Public Health Service, in cooperation with the 
State and Territorial Health Officers and the American 
Medical Association, will stimulate and promote a 
nationwide voluntary program of vaccination against 
the prevalent strain of influenza. 
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CLINICAL NOTES 


ON PERIPHERAL THROMBOPHLEBITIS 


ITS OCCURRENCE AS A PRESENTING SYMPTOM IN MALIGNANT DISEASE OF PANCREAS, 
BILIARY TRACT, OR DUODENUM 


Stanley O. Hoerr, M.D. 


and 


Jack R. Harper, M.D., Cleveland 


Trousseau,' in 1856, noted that thrombosis of periph- 
eral veins may be the first clinical indication of the 
presence of a malignant tumor in some part of the 
body. This observation has had such recent confirma- 
tion as the study of Woolling and Shick.* They re- 
ported 15 cases of carcinoma that had been unrecog- 
nized until after the patients sought medical aid 
because of symptoms referable to thrombophlebitis. 
The association of venous thrombosis and carcinoma 
of the pancreas was carefully investigated in autopsy 
material by Sproul,® who found thrombosis of one 
or more veins in 14 of 47 patients with carcinoma 


From the Department of General Surgery of the Cleveland 
Clinic Foundation, and the Frank E. Bunts Educational Insti- 
tute. Dr. Harper is a Fellow in the Department of General 
Surgery, the Cleveland Clinic Foundation. 


of the pancreas and in 9 of the 16 patients with car- 
cinoma restricted to the body or tail—a very high 
incidence. 

Generations of medical students have been taught, 
on the basis of these and similar studies, that periph- 
eral thrombophlebitis as a presenting complaint is 
suggestive of malignant disease in organs of the upper 
abdomen, particularly the pancreas. We, on the other 
hand, have been impressed with the infrequent clinical 
association of the two diseases (as opposed to findings 
at autopsy). To test our clinical impression, we re- 
viewed the case histories in a personal series (S.O.H. ) 
of 100 consecutive patients who had carcinoma. The 
site was the head of the pancreas in 38 cases, the 
body and tail of the pancreas in 21 cases, the ampulla 
of Vater in 13, the common bile duct in 13, the gall- 
bladder in 9, and the duodenum in 6. 
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In the 100 case histories, we found only one case of 
peripheral thrombophlebitis; it was the presenting 
symptom in a patient who had carcinoma of the head 
of the pancreas. One case of thrombosis of the hepatic 
veins in association with carcinoma of the tail of the 
pancreas was found at autopsy. The only other case 
suggesting previous venous difficulty was that of a 


patient who had carcinoma of the body of the pan- 
creas and who had had stasis dermatitis of the legs 
(present for years) recorded as an incidental finding. 

After determining this low incidence of thrombo- 
phlebitis, we reviewed 46 cases in which the primary 
diagnosis was peripheral thrombophlebitis. They were 
random case records obtained from the record room, 
not a consecutive series, and, as such, are subject to 
the limitations of all nonconsecutive series. One case 
record from the personal series already mentioned 
was included; the patient had carcinoma of the head 
of the pancreas. Carcinoma or other malignant disease 
was disclosed in 7 (15%) of the 46 cases. In these 
seven, the site of the malignancy was the prostate in 
two cases, the lung in one, the liver (primary) in one, 
and the pancreas (our case) in one. There was one 
case of lymphosarcomatosis and one of chronic lym- 
phatic leukemia. 

In our consecutive series of 100 cases of biliary, pan- 
creatic, and duodenal carcinoma, the low incidence 
(2%) of thrombophlebitis possibly could be related in 


4 
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some obscure fashion to the type of patient who ». 
ceives treatment at a private clinic. Or it may represey 
a true index of the frequency with which the cond, 
tions are associated, as seen by the clinician. On ¢}, 
‘other hand, an incidence of 15% (7 of 46 patients) ¢ 
malignant disease in some part of the body in patient 
whose presenting symptom is thrombophlebitis 1. 
affirms the original observation of Trousseau. 


Comment 


Patients with carcinoma of the pancreas, gallbladde; 
bile duct, or duodenum, as seen by the clinician, qy 
not have a high incidence of peripheral thrombophk. 
bitis, but patients with spontaneous thrombophlebitis 
do have a significant incidence of malignant disease. 


2020 E. 93rd St. (Dr. Hoerr). 
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HIGH ACID PHOSPHATASE LEVEL INDICATING GAUCHER’S DISEASE 
IN PATIENT WITH PROSTATISM 


Lester R. Tuchman, M.D. 


Moses Swick, M.D., New York 


While no laboratory test is pathognomonic of a 
single disease, the one regarded as most nearly ap- 
proaching this aim is the determination of the serum 
acid phosphatase level. Since the work of Gutman 
and Gutman,’ a pronounced elevation of the serum 
acid phosphatase level has been considered indicative 
of metastasizing carcinoma of the prostate. One of us 
and co-workers * have pointed out that the serum acid 
phosphatase level is elevated in Gaucher’s disease 
(lipid histiocytosis of kerasin type) and described 
eight patients with values ranging from 4.0 to 11.7 
units per 100 cc., of whom seven had values of 7 units 
or over. Elevation in one case of Niemann-Pick disease 
(lipid histiocytosis of phosphatide type) has been de- 
scribed in the Scandinavian literature.° 

The following case of a 68-year-old man seen by 
one of us (M. S.) for classic symptoms of prostatism 
is reported. The finding of a serum acid phosphatase 
value of 10.3 Gutman units per 100 cc. led to the 
presumptive diagnosis of carcinoma of the prostate 
with metastases. When the clinical findings, the re- 
sults of punch biopsy, and the improvement of the 
symptoms made the diagnosis untenable, the recent 


From the departments of medicine and urology, the Mount 
Sinai Hospital. 


finding of one of us (L. R. T.), Suna, and Carr was 
recalled.* A sternal marrow aspiration was done, and 
the diagnosis of asymptomatic Gaucher's disease, 
which was hitherto unsuspected, was made. 


Report of a Case 


A 68-year-old man was admitted to the urologic service of 
Dr. G. D. Oppenheimer at the Mount Sinai Hospital, New 
York, with a chief complaint of dysuria and nocturia of two 
months’ duration. He had always been well until one year pre- 
viously, when he had a brief episode of dysuria. Two months 
before admission, he began to experience dysuria and nocturia 
that reached the frequency of three times nightly. One of us 
(M. S.) saw the patient in his office and had the patient hos- 
pitalized for study because acid phosphatase determinations 
gave successively levels of 7.0 and 10.3 Gutman units. 

Physical examination showed the patient to be a vigorous, 
healthy-appearing man of 68 years of age, who was only slightly 
disturbed by his physical complaints. Except for incipient cata- 
ract formation and mild senile emphysema, no abnormalities 
were found on general physical examination. His blood pressure 
level was 130/60 mm. Hg, his chest was clear on fluoroscopy, 
and the heart sounds were normal. No masses were felt in the 
abdomen. The prostate was enlarged to about twice its normal 
size, but it felt smooth, no nodules being palpated. 

The laboratory findings included urine with a specific gravity 
of 1.016 and no albumin or sugar and two to seven red blood 
cells per high-power field. The hemoglobin level was found to 
be 12.6 Gm. per 100 cc., and the white blood cell count was 
5,400 per cubic millimeter, with 76% polymorphonucle-r cells, 
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€Drese, 18% lymphocytes, 1% esoinophils, 1% basophils, and 4% noma of the prostate with metastasis. This certainly 
e ¢ onocytes. The sedimentation rate was 31 mm. per hour seemed the reasonable and probable explanation 
Ondi. (Westergren). Sulfobromophthalein (Bromsulphalein) determina- tne let 
On the tion showed 2% retention at the end of 45 minutes, the urea irst seen, but the 
ients) ¢ trogen level was 14 mg. per 100 cc., and the sugar level in subsidence of prostatic symptoms, the negative find- ' 
Patient the fasting state was 107 mg. per 100 cc. The serum total pro- Ings on perineal biopsy, and the well-being of the i} 
bitis tein level was 8 — and 3.4 patient, failed to substantiate this opinion. Without 
” Gm. globulin. The result of the ee ees Soe ee the sternal marrow biopsy, the case would have re- 
24, The cholesterol ester partition was 204/162 mg. per 100 ned The. 
ec. Two additional determinations of serum acid phosphatase maimed an Cangne. The patient could have had a 
vith the phenyl phosphate substrate showed values of 7.4 and prostatectomy, which would have shown a_ benign 
74 units per 100 cc. Alkaline phosphatase values were 7.2 and prostatic adenoma, or he would have been watched. 
ladder 8.1 In either instance, there would have been no explana- 
j the elevated acid phosphatase values as Deing due . 
‘lan, do ‘Tov nation for the elevated serum acid phosphatase level. 
h to nonspecific spillover. It is ail 
ophle. A cystogram showed a normal-sized bladder with the floor t is noteworthy that an extensive x-ray survey of the i} 
hlebitis slightly elevated, and an intravenous pyelogram showed normal bones was negative and that no evidence of liver dis- 
lisease inary tracts bilaterally. X-ray examination of the skull, the ease was present. 
thoracic and lumbosacral spine, pelvis, ribs, and the long bones An earlier paper by one of us and associates * in- 
ff the upper and lower extremities showed no evidence of %, a 
cludes the report of the case of a 74-year-old phy- 
discrete, cystic, or blastic lesions. 
On the patient’s admission, the majority opinion on the sician, known to have had Gaucher's disease for many 
a urologic service was that carcinoma of the prostate was the vears, in whom a serum acid phosphatase level of 8.3 
a an bable diagnosis, this opinion being based he age lie 7 ) | 
most probable Glagnosls, us Opinion being Dasead upon the age va) » ¢ > | 
oma in of the patient, the symptoms of prostatism, and the elevated remaineg when Gx 
ry findings at operation and the pathological report re- 
sis, serum acid phosphatase levels. The prostate, however, was ; wie 
smooth and no nodules were felt; therefore, a perineal biopsy vealed a benign prostatic adenoma. 
lebitis was performed, The tissue obtained was reported as showing , Sane 
Meet fragments of prostatic tissue without significant change and no Summary 
definite evidence of tumor. After a postbiopsy urinary retention, A 68-year-old man was suspected of having car- 
the patient’s symptoms of prostatism abated completely. At this : 
cinoma of the prostate because of prostatism and an 
creatic point, while other members of the service puzzled over its sig- i , = , 
3-294, nificance, Dr. S. A. Averbuck and one of us (M. S.) independently elevated serum acid phosphatase level. The diagnosis, 
suggested that the elevated serum acid phosphatase levels might hitherto unsuspected, of Gaucher's disease (lipid histo- 
be due to a nag. es a consultant did cytosis of kerasin type) was established by sternal 
n0t agree with the idea after a palpable liver 
not agree wi , e idea, but, after a palpable liver ind spleen marrow biopsy. 
were demonstrated, he agreed to do a sternal marrow aspiration. , 
The aspirate was reported as being a somewhat dilute marrow 71 E. 77th St. (21) (Dr. Tuchman). 
showing megakaryocytes in adequate numbers and Gaucher a 
cells on the smear. ‘ in study was supported by a grant from the Damon Runyon 
und, 
Comment 
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CW 
70 Pain in Shoulder, Arm, or over the Chest.—Osteoarthritis is a common cause of irritation of 
e- nerve roots. In 1925, Parker and Adson provided one of the earliest descriptions of encroach- " 
hs ment by hypertrophic spurs on the spinal foramina, causing irritation of the nerve roots, with 
ia 
- symptoms referred to the region of distribution of some of the efferent portions of the partic- 
a ular nerves. Bony changes frequently occur in osteoarthritis of the cervical segment of the 
is spinal column. These changes are found most often in the lower cervical vertebrae from which ‘ 
emerge the sixth, seventh and eighth cervical nerves. It is well to recall that these segments i} 
, contain a portion of fibers which supply the pectoralis major and minor, the subscapularis and iG 
the deeper portion of the latissimus dorsi muscles. If the foramina from which these nerves iL 
; emerge are narrowed, it can readily be undersstood how a patient could have a pain over the 
pectoral region or the region of the shoulder and arm. Occasionally, a patient will have osteo- | 
arthritis of the cervical portion of the spinal column and complain of a dull ache largely con- . 
fined to the region of a shoulder and arm. The patient may not complain of pain in the neck 


but he may have noticed that certain movements of the neck, such as hyperextension, will pro- 
duce pain in the region of the shoulder, arm or chest. However, when a patient complains of | 
pain in the shoulder, in the arm or over the chest, it is well to keep in mind the fact that this 
pain may be due to osteoarthritis of the cervical vertebra.—D. J. Erickson, M.D., Cervical Trac- 
tion and Other Physical Therapeutic Procedures for Pain About the Neck and Shoulders, Min- iH 
nesota Medicine, June, 1956. 
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COMMITTEE ON MEDICOLEGAL PROBLEMS 


MEDICOLEGAL APPLICATIONS OF BLOOD-GROUPING TESTS 


Last year the Committee on Medicolegal Problems published a tentative supplementary re- 
port discussing the medicolegal applications of blood-grouping tests (J. A. M. A. 161:233-239 
[May 19] 1956). Because a portion of the report was controversial, comments were solicited 
from workers in the field. These comments have been received and analyzed, and below is the 
revised and final version of the report of the Committee on Medicolegal Problems, American 
Medical Association, prepared by a subcommittee consisting of Alexander S. Wiener, M.D., 
Brooklyn, N. Y.; Ray D. Owen, Ph.D., Pasadena, Calif.; Clyde Stormont, Ph.D., Davis, Calif.; 
and Irving B. Wexler, M.D., Brooklyn, N. Y.—Eb. 


In 1952, a report ' was prepared by the Committee 
on Medicolegal Problems of the American Medical 
Association describing the status at that time of the 
medicolegal application of blood-grouping tests for the 
exclusion of parentage and for the examination of 
stains of blood and secretions. The purpose of this 
supplementary report is to review further develop- 
ments in the field during the period 1952-1957. 


Blood Group Nomenclature 


One of the most pressing problems at the present 
time is that of blood group nomenclature. This per- 
tains particularly to the important Rh-Hr types, for 
which two principal methods of designation are in use, 
namely, the original Rh-Hr nomenclature and the 
C-D-E symbols. The submission to jurists by different 
experts of medicolegal reports with conflicting sym- 
bolisms cannot help but confuse them and shake their 
confidence in the blood tests. Moreover, reports in two 
different symbolisms require translation from one into 
the other when comparisons are to be made; there is 
always danger of error in this process. Therefore, the 
adoption of one uniform nomenclature for medicolegal 
reports is most desirable. 

Marked disagreement is prevalent among workers 
in the field, and while the Committee is prepared to 
make a firm and unqualified recommendation, a survey 
of contrary opinion has been prepared and can be 
found in the section “Contrary Opinion on Nomencla- 
ture.” Although corresponding to the two systems of 
designating the Rh-Hr types there are two conflicting 
genetic theories, the crux of the problem is actually on 
a serologic level. It is most important to distinguish 
clearly between agglutinogens and their serologic at- 
tributes, the blood factors.” An agglutinogen may be 
defined as a substance present on the surface of the 
red blood cells that is differentiated by certain agglu- 
tination reactions with diagnostic reagents. The blood 
factors, on the other hand, are those attributes of the 
agglutinogen molecule (perhaps an arrangement of 
polar groups, electric charges, and other configura- 
tional details on the surface of the molecule) that 
enable it to combine with antibodies. In general, each 
agglutinogen is characterized by multiple blood 
factors. The C-D-E notations for the Rh-Hr types 
make no allowance for the difference between a blood 
factor and an agglutinogen and incorporate the tacit, 
incorrect assumption that every agglutinogen has but 
a single corresponding antibody. This has led to a 


number of paradoxes, which have been described ip 
detail elsewhere * and need not be elaborated here 
Indeed, much of the evidence that has accumulated 
regarding the serology and genetics of the Rh-H 
types refutes the interpretation implicit in the C-D-E 
notations. On the other hand, the original Rh-H; 
nomenclature presents the data objectively, without 
committing the user to a preconceived interpretation 
which at times may be inconsistent with the actual 
observations. Under these circumstances, the Commit. 
tee has been obliged to adopt the original Rh-H 
nomenclature as the sole nomenclature in the prepara- 
tion of this report. This committee, therefore, recom- 
mends that the C-D-E notations for the Rh-Hr types 
be discarded and that, in approved medicolegal 
reports, unless and until some other convention is 
agreed upon, the original Rh-Hr nomenclature be 
retained as the sole nomenclature for this blood group 
system (table 1). 

In any blood group system, and the Rh-Hr system 
in particular, one must carefully distinguish among 
agglutinogens, blood factors, and genes. To avoid con- 
fusion among these three levels, appropriate provisions 
must be made in the symbols. Therefore, it is suggested 
that regular-face type be used for agglutinogens and 
phenotypes, boldface type for blood factors and their 
corresponding antibodies, and italic type for genes 
and genotypes. This is in keeping with accepted 
genetic usage. This recommendation is approved by 
this committee and has been adopted for the purpose 
of this report. For purposes of illustration and for its 
practical value, the heredity of the Rh-Hr types will 
be briefly reviewed, using the recommended no- 
menclature. 

At the present time, four principal Rh blood factors 
(Rh,, rh’, rh”, and rh”) and three principal Hr factors 
(hr’, hr”, and hr) are recognized. However, antiserums 
for only four of these seven factors are readily available 
for routine clinical and medicolegal work, namely, 
anti-Rhy, anti-rh’, anti-rh”, and anti-hr’. Therefore, this 
discussion will be confined to the results obtained us- 
ing these four antiserums. (Some workers also routine- 
ly carry out tests with anti-hr” serum.) Ample evi- 
dence is now available that there are eight principal 
alleles determining the heredity of the Rh-Hr types, 
as distinguished by these four reagents. Table 2 lists 
these alleles and their corresponding agglutinogens, 
as well as the blood factors that characterize eacl 
agglutinogen. Table 3 gives the various reactions that 


Rh 


RI 


+ 
See 
4% 
iy 
mas 
the 
e 
ar 
Al 
36 
dati 
ni 
= 
neg 
| 
| 
< 
Fs 
4 
és 
; 
a ; 


i, 195° 


ibed jn 
here 
ulated 
Rh-Hr 
C-D-E 
Rh-H; 
‘ithout 
tation 
actual 
mmit- 
Rh-Hr 
para: 
types 
egal 
On js 
e be 


‘roup 


stem 
nong 
con- 
sions 
sted 
and 
heir 
nes 
ted 
by 
ose 
its 
vill 
no- 


Vol. 164, No. 18 


may be encountered in actual tests carried out with 
the four Rh-Hr antiserums. It will be seen that there 
are 12 possible phenotypes, to which there correspond 
6 theoretically possible genotypes. With these basic 
data, it is simple to determine which Rh-Hr types can 
occur and which cannot for any given mating. 
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and table 4 was drawn up after examining the similar 
table prepared by Boyd. It will be noticed that the 
phenotypes have been numbered, but these numbers 
are not intended to be used as a new nomenclature 
for the Rh-Hr types. The phenotype numbers are used 
merely for compactness in presenting the table, and 


TaBLe 1.—Rh-Hr Phenotypes and Genotypes 


> Rh Phenotypes 12 Kh Phenotypes 
Approxi- Approxi- 
mate Reaction mate 
Frequen- with Frequen- 
cies in Anti- cies in 
New York Rho New York 
City (or City Reaction with 
nations %o rhesus) nation* Jot Anti-rh’ Anti-rh” Anti-rh» 
Rh 15 — «th 14.4 oe 
negative rh’ 0.46 + 
rh’* 0.004 — + 
rh” 0.38 +4 
rhy 0.01 + + 
Thy* 0.00005 + + 
Rh 85 + Rho 2.1 — _ _ 
positive Rhi 50.7 + 
3.3 + + 
Rhe 14.6 + 
0.6 + + 


28 Rh-Hr Phenotypes 


Approx! 


thate 
Frequen 
cles in 
New York 

City Reaction with 
Desig Whites, — 
nation Anti-he’ Anti-be » Genotypes 
rh M44 + + 
rh’rh 0.46 + 4 4 
rh'rh’ 0.0086 + rr’ 
rh’¥ rh 0.004 + + 
rh’* rh’ 0.00006 orr*r® 
rh’rh 0.38 + + + 
rh’rh” 0.00P5 + 
rb’rh” 0.006 + 4 r’r” 
rhyrh 0.008 + + + r’r 
rhyrh’ 0.0001 + 
rhyrh” 0.0001 + rr” 
rhyrhy 0.000001 
rh’* rh” 0.00005 + 4 rr” 
rhy* rh’ 0.000001 + _ rr 
Rho 2.1 + + ReR* or Rer 
Rhirh 33.4 + + R'r, R'R®, or Ror’ 
RhiRh: 17.3 + R'R' or R's 
Rhi* rh 1.6 + + + R'¥r, Re, or Rer'* 
Rhi*Rhi 1.7 + R'*R', R'r’*, 

R'*R'*, or R'*r’* 

Rherh 12.2 + + R*r, or 
RheRhe 2.4 + or 
Rhi Rhe 12.9 + R'R?*, R'r”, or 
Rharh 0.2 + + + Rér, R#R*, or Rev 
RhzRhi 0.2 + R*R', Rér’, or 
RhzRhe 0.07 + R*R*, Rér”, or 
Rh: 0.0004 or 
Rhi* Rhe 0.6 + + Ri or 
Rhz*¥ Rhi 0.008 + Ri or 


*In this table Rh: is used as a short designation for Rho’, Rha is short for Rho”, rhy is short for rh’ ”, and Rhs is short for ‘ho’ ” 


+ The reduction in the frequency of type rh’ as compared with that given in earlier charts can be attributed to recognition of bloods of type 
wi 


taining Rho variant), which are now included in type Rhi instead of rh’. The agglutinogens ‘iho, ‘thi, and ‘Nhe and their corresponding genes 
2 are not given here because this would serve unnecessarily to complicate the chart, by increasing the number of possible genotypes to 91 


(eon 
and 
Also, no at 


tempt is made to include certain rare exceptional bloods, such as those lacking both factors rh’ and hr’ and/or lacking both rh” and hr” 


t Based on the estimated gene frequencies, r= 0.38, r’ = 0.006, 1” = 0.005, r¥ = 0.0001, r’” = 0.00005, Re = 0.027, R! 


R'e 0.02. 


0.41, R?—0.15, R* — 0.0, and 


$ This table does not include hypothetical genes R*” and r¥”, which must be extremely rare 


Taking into account the 12 possible phenotypes, 
there are 78 matings to be considered. (When the 
reactions of anti-hr” serums are taken into account, 
the number of phenotypes is increased to 18 and the 


TABLE 2.—Eight “Standard” Allelic Genes and Their 
Corresp Ags usinogens 


Cor Blood Factors 
responding Characterizing Each 


Genes Agglutinogens Aggluitinoven* 

Rhy Rh, and rh’ 

Rhe Rho, rh”, and hr’ 
Rh; rh’, and rh” 


‘Taking into aeeount only reactions with serums anti-Rho, anti-rh’, 
anti-rh”, and anti-hr’. 


number of matings to 171. A table listing these 171 
matings has been published by Wiener.*) A table list- 
ing the 78 matings would require more than two pages. 
Boyd * has devised a compact method of presenting 
the various matings in the form of a “12 by 12” table, 


the key to the numbers is given at the top and side of 
the chart. For example, in the mating Rh, « Rh, 
phenotype numbers 2, 3, 5, 6, 8, 9, 11, and 12 appear 
in the box, which means that parents both of type 
Rh, cannot have children of types rh’rh, rh’rh’, 
rh’rh”, rh,rh’, Rhyrh, Rh, Rh,, Rh, or Rh,Rh,. This 
is readily verified with the aid of tables 2 and 3, since 
both parents of type Rh. can be carriers of genes R’, 
R°, r”, or r, and not of genes R', R’, r’, or r, so that 
all children with phenotypes in which one or more of 
the latter four genes must be present are excluded. The 
numbers in boldface type indicate phenotypes that, 
if present in the child, exclude maternity. Thus, a 
type Rh, mother cannot have a child of type rh’rh’, 


rh,rh’, Rh, Rh,, or Rh, Rhy. 
Contrary Opinion on Nomenclature 


The tentative report, upon which the present report 
is based, called attention to the diversity of opinion 
that exists with reference to problems of blood group 
nomenclature, and in an accompanying editorial the 
hope was expressed that “workers in the field will 
wbmit their views on matters of nomenclature to the 
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Committee on Medicolegal Problems within the next 
few months, so that they can be considered in the 
preparation of the final report.” In the tentative report, 
the Committee found itself unable to define a position 
compatible with all of the diverse opinions in this 
field and chose a stand that according to its own lights 
was sound. It is desirable to include in this final report 
a summary of contrary opinion as it appeared in the 
replies to the call for comments on the tentative report. 


Tas_e 3.—Rh-Hr Phenotypes and Corresponding Genotypes 


Reactions with Serums 


Corresponding 
Phenotype Anti-Rho Anti-rh’ Anti-rh” Anti-hr’ Genotypes 

= + + r’r” and r’r 

rvr” 

+ + + R*R?, R?r’, Rr, 
R*R°, and Rér’ 

+ + R'R?, R'r’, 
Rr, 
R*R?, R?r”, 
R°rv, and Rérv 


R*R?, and R'rv 


Forty-nine letters were received, of which 43 ex- 
pressed classifiable opinion on Rh-Hr nomenclature. 
Twenty-one of these were opposed to the recommenda- 
tion on nomenclature and, for the most part, appeared 
instead to favor the exclusive adoption of the C-D-E-F 
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adopted. These were as follows: 1. There is need fo; 
a uniform nomenclature in medicolegal practice. 2. Th 
C-D-E-F notation is undesirable because it is based 
on principles in conflict with established serolog, 
3. The Rh-Hr nomenclature is based on rationa| sero. 
logic and genetic grounds. It was suggested, therefore 
that unless and until some better nomenclature j 
developed, it would be well to adopt the Rh-h; 
nomenclature for exclusive use in medicolegal practice 
In the present section of this report an effort will }y 


. made to present a synopsis of the views of those wh, 


opposed this suggestion. The Committee does not 
identify itself with these assertions. 

With the eventual desirability of a uniform nomen. 
clature there appears to be no serious quarrel. The 
question has been raised, however, of whether a proper 
choice can be made at this time, and several corre. 
spondents find it particularly repugnant that a decision 
should be made by a four-member subcommittee that 
is not representative of the full spectrum of opinion in 
the field. The tentative report did not attempt to 
document its position on points 2 and 3 of the outline 
of the argument presented above, though references 
were cited, and the correspondence accordingly did 
not provide a basis for debate on these issues. There 
were, however, several expressions of doubt that the 
facts presently available compel a decision in favor 
of the principles, either serologic or genetic, upon 
which the Rh-Hr nomenclature is based. Furthermore, 
in several instances, opinion was expressed to the 
effect that correctness in principle is not a proper 


TABLE 4.—Exclusion of 


Phenotype of Putative Father 


~ 
Phenotype of 1 2 3 4 5 
Putative Mother rh rh’rh rh’rh’ rh” rh’rh” 

BP ciecxmnaneeasaace 2, 3, 4, 5, 6, 7, 8,9, 10, 3, 4, 5, 6, 7, 8, 9, 10, 1,3, 4,5, 6,7,8,9, 10, 2, 3, 5, 6, 7, 8, 9, 10, 3, 6, 7, 8, 9, 10, 11, 12 
11, 12 11, 12 ni, 

& ¢ & 7,8 6 64. 8, 6, 7, 8, 9, 10, 11, 12 7, 8, 9, 10, 11, 
Li, 32 12 ll, 12 

DC  alinccddtuckcdian 1, 3, 4, 5, 6, 7, 8, 9, 10, 1, 4, 5, 6, 7, 8, 9, 10, .2€667,660 8 Batata = = i, 4, 7, 8, 9, 10, 11, 12 

11, 12 ns 11, {2 

47,69, 6 1, 2 & 4, 7, 8 9, £427,448 21,8 
11, 12 11, 12 11, 12 

2. 4, 6, & 1, 3 4, 5, 6, 9, 10, 11, (2 6 €& 2, 3, 6, 9, 62 
li, 

44,466 2 4, 5, 6, 10, 11, 12 1, 4, 6, 6, 7, 3, 6, 9, 12 None 

11, 12 11, 12 

1, 8 6, 6, ,%46 7,3 6, £544.64 3, 6, 9, 

3, 6, 9, 12 None 3, 6, 9, 12 None 


* To understand and use this chart quickly and easily, the phenotype names and numbers should be used in conjunction with the table of Rh-Hr reac- 
tions (table 3). 1. Determine the phenotypes of the blood of the mother, putative father, and the child or children using potent and specific anti-Rho, anti-rh’, 
anti-rh”, and anti-hr’ serums, including appropriate controls. 2. Assign the corresponding phenotype symbol and number to each individual tested. 3. Find the 
assigned number of the mother and father on the side and top columns of the table and locate the box at which both intersect. 4. The child or children are 


not possible from this mating if their assigned numbers appear in this box. 


system. Seventeen were in express agreement with the 
recommendation that “in medicolegal reports, unless 
and until some other convention is agreed upon, the 
original Rh-Hr nomenclature be retained as the sole 
nomenclature for this blood group system.” Five 
others would retain both the Rh-Hr and C-D-E-F 
nomenclature. The communications received therefore 
suggest an approximately equal division of opinion on 
nomenclature. 

In order to present properly the criticisms received 
regarding the report, it is necessary first to review the 
points on which the Committee bases the position it 


5. Phenotype numbers given in boldface represent children for whom maternity 


issue in this matter; either of the available systems of 
nomenclature may be used to represent a test situation 
regardless of the genetic and serologic bases conceived 
for the situation. In fact, it was pointed out that the 
present inclination to consider the C-D-E-F symbols 
as reflecting “completely linked genes” is operationally 
indistinguishable, on genetic grounds, from the Rh-Hr 
postulate of multiple allelism. Differences on the 
serologic level were not discussed, but it was as- 
serted that many immunologists do not recognize 
distinctions among agglutinogens, blood factors, and 
genes. 
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The most forcefully expressed contrary opinion, 
however, had to do with the question of usage and 
convenience. Several correspondents, particularly from 
Britain and Europe, asserted that the C-D-E-F system 
or some modification of it is in exclusive use there and 
attested to its clarity and adequacy. In America too, 
this system appears to have been adopted by teachers 
in at least two medical schools and a state of confusion 
is anticipated if in medical reporting a “return” to the 
Rh-Hr nomenclature, which is unfamiliar to the grad- 
uates of these schools, is advocated. The grounds for 
adopting the C-D-E-F rather than the Rh-Hr system 
in teaching are frankly expedient ones; it was re- 
peatedly asserted that students do not comprehend 
test situations or communicate in terms of symbols 
involving primes, subscripts, bold-face, Roman, italic, 
and German script. Correspondents who testified to the 
difficulty of teaching or communicating in such terms 
included several who believe that the Rh-Hr con- 
ceptual basis of multiple allelic control of related 
antigens might be more sound than the “one gene- 
one antigen—one antibody—one symbol” basis of the 
C-D-E-F system. 

Finally, other correspondents expressed the hope 
that a new system of nomenclature might appear that 
would command a clear majority of scientific support 
and usage. No strong opinions were expressed as to 
what this nomenclature should be like, although there 
were a few tentative suggestions. In the interval, how- 
ever, it was urged that the adoption of a uniform 
nomenclature should await decision by a more repre- 


Parentage by Rh-Hr Tests® 
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factor is extremely rare. Table 5 summarizes the pres- 
ent status of knowledge of the human blood groups, 
with special reference to their medicolegal application 
When blood tests are carried out in problems of dis- 
puted parentage, the examination is usually limited 
to the A-B-O, M-N, and Rh-Hr systems. Moreover, the 
tests are further limited to particular factors of these 
three systems. In the preceding report of 1952, it was 
recommended that the medicolegal application of the 
blood test should not be extended further for the time 
being. For reasons pointed out below, it is still pre- 
mature to apply these newer tests routinely in medi 
colegal cases, though there might be special circum. 
stances when their use would be permissible 

A-B-O System.—For general medicolegal purposes, 
the blood tests should be restricted to the factors A 
and B and to the four blood groups, O, A, B, and AB 
The tests should include examination of the serum (or 
plasma ) of each individual for its isoagglutinin content, 
as well as tests on the red blood cells with anti-A and 
anti-B serums.* Some workers recommend the use of 
high-titered group O testing serum in order to detect 
blood cells of the rare subgroup Ay. Tests for the sub- 
groups of A are not sufficiently reliable for medicolegal 
use. The serologic distinction between agglutinogens 
A, and Az is not sharp, so that the diagnosis is not in 
frequently difficult to make, especially in newborn 
babies and in individuals of group AB. Moreover, 
intermediate forms exist between A, and A.. There- 
fore, this committee finds that tests for the subgroups 
of A remain too unreliable for general medicolegal 


Phenotype of Putative Father—Continued 


6 7 8 10 11 Pe 
rhyrh’ Rho Rhirh Rhi Rhy Rhe Rh) Rhy Rhea Rh 

10, 11, 12 11, 12 i2 10, 11, 12 12 12 
Léi23& 2 & BO, 3, 4, 5, 6, 9, 10, 11, 4, 5, 6, 10, 11, 12 1, 4, 5, 6, 7, 10, 11, 3, 6, 9, 12 None 1, 4, 7, 10 
12 12 12 
7,0 & 1, 4, 5, 6, 7, 10, 11, a 4, 5, 6, 7, 8 3, 4, 6, 7, 9, 0, 1,4, 7, 10 8 
10, 11, 12 Sn, 2 12 10, 11, 12 12 1 
2. 3, 6,6 6,3, 3, 6, 9, 12 7, & £2464 5 3, 6, 9, 12 3, 4,6, 7, 20 
10, 11, 12 12 12 12 12 
1, 4, %, & & WM i, 3, 6, 9, 12 None 1, 4, 7, 3, 6, 9, 12 None ae 
12 
i, 2, 4, 5, 7, 8, 9 1, 4, 7, 10 1, 3, 4, 6, 7, 9, 10, 1, 4,7, 10 4,5, 7, 8, 10 
10, 11, 12 12 11 12 11 
1, 3, 4, 6, 7, 9, 10, tee eS 3, 4, 5, 6, 9, 10, 11, = eS eS 2. 3, 5, 6, 8, 9, 11 3, 6, 9, 12 Lo. 4 9 Ww 
12 10, 11, 42 12 10, 11, #2 12 12 
8, 4, 5, 6, 9, 10, 11, 4, 5, 6, 10, 11, 12 3, 6, 9, 12 None 

2 12 
1, 4, 5, 6, 7, 10, 11, 6 7, 8, 1, 3, 4, 6, 7, 9, 10, 1, 4,7, 10 2467.8 
11 10, 11, 12 12 10, 11, 1: 12 11 
1, 3, 4, 6, 7, 9, 10. 2. 5, 6,3, 6,3 i, 3, 6, 9, 12 3 ; ayy 2. 5.6.6, 6, 9, 11, 3, 6, 9, 12 1, 3, 4, 6, 7, 9 10 
12 12 12 12 12 
4% 3, 6, 9, 12 None 1, 4, 3, 6, 9, 12 None 1, 4, 7, 10 
3, 7.6 & 1, 4, 7, 10 {,2 346, 7 0, 1, 4,7, 10 
ll 12 11 12 11 


Is excluded. This table was prepared after an examination of a similar table prepared by Dr. W. C. Boyd. The phenotypes have been presented and num 
bered in an order different from that used by Dr. Boyd. The committee believes this order to be more logical, but Dr. Boyd informs us that he still prefers 
the order used in his version of the table. He also informs us that he does not approve of the inclusion in the table of numbers corresponding to phenotypes 


o! children who could not be born to the mother in question. 


sentative body than the present committee, after more 
extensive and intensive consideration than has yet been 
given this difficult subject. 


Use of Newer Blood Factors in Cases of 
Disputed Parentage 


Studies on the distribution and heredity of the 
agglutinogens and blood factors have shown that 
certain of them are related to others so as to form 
systems. Certain blood factors have the peculiarity 
that blood lacking the factor or blood possessing the 


use. At any rate, the chances of excluding paternity 
for a falsely accused man, which is about 18.5% using 
factors A and B, would be increased by only 1 or 2% 
were the subgroups of A applied (table 5). 

M-N-S System.—For medicolegal purposes the pa- 
ternity blood tests are preferably restricted to the fac- 
tors M and N. Antiserums for these factors are 
prepared in rabbits, and from most of the antiserums 
satisfactory reagents can be prepared that give reac- 
tions of high avidity and specificity. The reagents, 
particularly for factor N, are generally of low titer, 
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but this does not appear to interfere with the reliability 
of the results. It is recommended that the tests be 
carried out with at least two different antiserums of 
each specificity. Satisfactory anti-N reagents can also 
be prepared from the seeds of Vicia graminae, which 
may be used if desired for purposes of confirmation.’ 
Under no circumstances should the diagnosis be based 
solely on tests with such extracts. Tests on tens of 
thousands of families and mother-child combinations 
have proved that exclusion of paternity based on the 
M-N types is as reliable as exclusion based on the 
A-B-O tests. 

Reagents for factor S are obtained from human indi- 
viduals sensitized by transfusion or pregnancy. While 
the titer of these reagents is generally low, the reactions 
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test for factor s will be perfected, since the combined 
tests for S and s will increase substantially the chances 
of excluding paternity. The addition of anti-S alone 
adds about 40% as much as the addition of both anti-s 
and anti-s. Antiserums for factors Hunter and Henshaw 
(table 5) are still in limited use, so that such tests are 
not yet available for medicolegal purposes. Recent 
work indicates that factor U is related to the M-N-S 
system, but, because of the almost universal distribu- 
tion of this factor, it has little medicolegal importance. 

Rh-Hr System.—As has already been pointed out, in 
medicolegal cases the paternity blood tests are general- 
ly limited to the factors Rhy, rh’, rh”, and hr’. Actually 
many more Rh-Hr factors have been found. Of all the 
Rh-Hr factors known, the most important are the four 


TaBLE 5.—Blood Groups in Man: Medicolegal Application 


Identification* Exclusion of Paternity 


Number of Identiflable - A~A—_—_ Factors Tested Chances of Factors Tested Chances of 

System Blood Factors *,’ypes Natural Isoimmune for Success, %t for Success, %t 
A-B-O A, B, C, O, and variants 6 major groups and sub- Regularly Common Ai-A-B 67.2 A-B 17.6 


such as A2, Ai,2, 
and As, and Aa 


groups—O, A1, Az, B, present ex- 
A1B, A2B;alsorarersub- cept during 


groups as As, AsB neonatal 
period M-N 18.0 
M-N-S M,N, S, s, Hu (Hunter), 6 major types using the Rare Rare M-N-S-s 83.6 M-N-S 27.4 
He (Henshaw), U, and more readily available 
variants such as M2, Nez serums anti-M, anti-N, 
and anti-S 
Rh-Hr Rho, rh’, rh”, rhy, hr’, 28 major types, but only A few ques- Common Rh, rh’ rh’- 80.5 Rh. -rh’rh” 25.0 
hr’, hr, and variants 9 have frequencies tionable . rh¥-hr’-hr’ hr’ 
such as Rho greater than 1% cases re- 
ported 
? P and variants, TJj* 2 major types Infrequent Very rare P 33.4 
K-k K and k 3 None Occasional K-k 16.3 
reported 
Lutheran Lu 2 None Rare Lu* 14.1 
reported 
Duffy (Fy)$ Fy* and Fy> 2 major types, because Rare Several cases Fy* 45.1 
anti-Fy» serum is not 
available 
Lewis (Le) Le* and Le> 8 (?) Infrequent Rare Le*-Le> 43.3 
Kidd (Jk)§ Jk* and Jk> 2 major types, because None Few cases Jk®-Jk? 2.5 
anti-Jk> serum is not reported 
available 
“Private” 
blood types 
Rare blood Levay, Gr (Graydon), Mi* Positively reacting bloods None Very rare 


factors (Miltenberger), Vw, 
Becker, Be* (Berrens),Ca 
(Cavaliere), Wr*,Diego4 


Factors with Vel and | 


Negatively reacting bloods None 


are very rare reported 


1 case anti-I; 


almost uni- are very rare reported 2 cases anti- 
versal dis- Vel 
tribution 


* The figures for the chances given in this column are based on figures given in Race and Sanger’s “Blood Groups in Man,” ed. 2, 1954. Additional relevant 


calculations have been made by Boyd, Boston Med. Quart. 1:28-29, 1956. 


+ Chances of suceess (1) Identification refers to the chance of proving that a given blood sample did not come from a specific individual, because of a 
difference in blood group; (2) Exelusion of paternity gives the chance of proving that a falsely accused man is not the father of a given child. 


t The combined chance of excluding paternity, using the A-B-O, M-N, and Rh-Hr systems is approximately 55%. The P, K-k, Fy*, Jk*, and Lu* factors, 


if applied, would increase the chances by only 6 or 7%. 


§ Some workers use the simpler symbols F and f for the blood factors of the Duffy system and the symbols J and j for the blood factors of the Kidd 


system. 


© The Diego factor is common, however, among Amerindians. Recent work indicates that the rare blood factors Mi and Vw are related and belong to 


the M-N-S blood group system. 


are of high avidity and specificity like the tests for M 
and N. However, the number of studies to date on the 
S factor is small, because of the scarcity of this reagent, 
which, unlike anti-M and anti-N cannot, at present, 
be produced at will. Therefore, the medicolegal appli- 
cation of the S test should be limited to selected cases, 
and exclusions of parentage based on this test alone 
should be qualified by pointing out that the statistical 
basis for this test is still incomplete, though there is no 
reason to doubt its validity. Reagents for anti-s are 
even rarer than anti-S. Moreover, the anti-s reagents 
available up to the present had to be used with the 
antiglobulin technique, and the results were repro- 
ducible only with difficulty. For these reasons, the 
medicolegal application of factor s is not recommended 
for the present. It is hoped that the technique of the 


Rh factors Rhy, rh’, rh”, and rh” and the three Hr 
factors hr’, hr”, and hr. The reactions of these seven 
antiserums and the types they determine are given in 
table 1. 

As can be seen from table 1, as many as 28 sharply 
defined Rh-Hr phenotypes can be differentiated with 
the aid of the 7 Rh-Hr serums, corresponding to which 
there are 55 genotypes theoretically possible. This does 
not take into account the additional phenotypes and 
genotypes resulting from the existence of Rh, variants 
and certain other rare Rh-Hr agglutinogens. In prac- 
tice the number of phenotypes encountered will be 
considerably smaller, because many of the phenotypes 
are rare. Thus, if only those phenotypes that have an 
incidence of 1% or higher are counted, there are only 
9 or 10 phenotypes among those theoretically possible 
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that are apt to be encountered in tests on a short series 
of individuals. The medicolegal expert must also be 
aware of the existence of rare individuals with an 
agglutinogen having the factor Rh, but lacking both 
factors of each of the two pairs rh’-hr’ and rh”-hr”. 
Such bloods have been labeled as “deletions,” but a 
more conservative designation for this type is Rh,” 
with RR as the corresponding genotype. The 
existence of these rare agglutinogens affects the valid- 
itv of the rule that an rh’-negative parent cannot 
have an hr’-negative child and an hr’-negative parent 
cannot have an rh’-negative child. For example, if the 
putative father belongs to type Rh,Rh, and the child 
to type Rhy, paternity is not necessarily excluded, 
provided the man’s genotype is R'R™, and the baby’s 
genotype R*R**. Therefore, such exclusions of paternity 
call for some mild qualification. No qualification is 
needed when the rule is recorded as follows: An rh’- 
negative parent lacking the Rh, factor cannot have 
an hr’-negative child, and an hr’-negative parent can- 
not have an rh’-negative child lacking the Rh, factor. 
It has been found that individuals who carry the gene 
R™, either heterozygous or homozygous, have red blood 
cells which are clumped by conglutinating Rh, anti- 
serums, even when the tests are carried out in saline 
medium. It would appear, therefore, that this addi- 
tional test would eliminate the need for any quali- 
fication. 

The availability of anti-rh* serum further increases 
the chances of excluding paternity. Aside from the 
fact that the rh” factor cannot appear in a child unless 
present in one or both parents, particular combinations 
exclude paternity in certain instances where no de- 
cision would be possible without the aid of this anti- 
serum. For example, a parent of type Rh,“rh cannot 
have a child of type Rh,Rh,, and a parent of type 
Rh, Rh, cannot have a child of type Rh,“rh. 

The use of anti-hr serum (table 1) may help resolve 
certain problems of disputed parentage. The recently 
discovered factor hr has no Rh factor counterpart, thus 
differing from factors hr’ and hr”, which have the 
counterparts rh’ and rh” respectively. With possible 
rare exceptions, the factor hr has been found present 
only in the agglutinogens determined by genes r and 
R° and is absent from the agglutinogens determined 
by the genes 1’, r”, r°, R', R®, and R’. Thus, the counter- 
part of anti-hr, which may be designated anti-rh, 
when and if it is found, can be recognized by the fact 
that it will behave like a mixture of anti-rh’ and anti- 
th”. When a putative parent belongs to type Rh, 
(blood with the three factors Rhy, rh’, and rh”), and 
the child to type rh or Rhy, or vice versa, parentage is 
excluded, provided it can be shown that the individual 
of type Rh, is not carrying the genes R’ or r’. This may 
he possible with the aid of anti-hr serum, namely, if it 
can be shown that the blood has factors hr’ and hr” 
but lacks the hr factor (table 1). 

As already mentioned, certain workers routinely 
use anti-hr” serum in medicolegal cases of disputed 
paternity. The use of this serum adds little to the 
chance of excluding paternity because of the low fre- 
quency of hr”-negative individuals in the population 
(table 1). Moreover, the experimental basis for the 
practical application of these tests is not very firm, 
since only a few publications describe heredity studies 
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in which anti-hr” serum was used. Therefore, the 
Committee does not recommend the routine medico- 
legal application of this reagent, though it is recognized 
that the test may prove helpful in occasional selected 
cases. 

Recent work has revealed the existence of still other 
factors belonging to the Rh-Hr system, notably, factor 
V, often found associated with the genes r and R’°, 
especially in Negroes.” In addition, a series of new Rh 
factors has been discovered that, with rare exceptions, 
occur in association with the factor Rh, (similar to the 
association of factor rh” with rh’) and that have tenta- 
tively been designated as Rh*, Rh*, and so forth.” 
Obviously, the medicolegal application of such factors 
is premature. Indeed, because of the lack of availability 
of adequate amounts of suitable antiserums and the 
limited knowledge due to the small number of in- 
vestigations carried out to date, the routine use in 
medicolegal work of factors rh*, hr”, and hr is in- 
advisable. This Committee recommends, therefore, that 
for routine medicolegal work, for the present, the Rh- 
Hr tests be limited to the factors Rhy, rh’, rh”, and hr’. 

P System.—The antiserums available for use have 
been mostly of human origin and contain irregular 
agglutinins giving most distinct reactions at low tem- 
perature. Due to the presence in such serums of inter- 
fering nonspecific cold agglutinins, and the low titer 
of these reagents, the results of such tests are not 
sufficiently reliable for medicolegal purposes. This 
committeee, therefore, recommends that the P tests 
should not be used in routine medicolegal practice. 
Recent work indicates that the high incidence factor 
Tj’ is related to the P system. It should also be men- 
tioned that the so-called Q factor of Japanese investi- 
gators is probably identical with factor P.'" 

Lewis System.—Knowledge of the Lewis system, 
insofar as its medicolegal applications are concerned, 
is still in a confused state due to the lack of potent and 
specific reagents. The only reagents available appear to 
be natural irregular isoagglutinins encountered in rare 
human serums, which react best at low temperature 
and rarely have a titer exceeding 2 to 4 units. Due to 
the presence of interfering cold agglutinins, especially 
anti-O in many anti-Le” serums, these tests are not 
sufficiently reliable for medicolegal use. 

Kell System.—Many additional examples of anti-K 
serum have been encountered during recent years, 
and all have similar properties, in that they react best 
by the conglutination and antiglobulin technique. 
Therefore, these reagents should not be used for typ- 
ing blood with red blood cells already coated by 
antibody globulin, as in infants with hemolytic disease 
or patients with acquired hemolytic anemia. Moreover, 
the agglutinates are somewhat more fragile than in 
Rh-Hr reactions, so that the reactions are not always 
readily reproducible. This difficulty in technique has 
apparently discouraged extensive investigation of this 
system. Furthermore, the use of the rare anti-k serum 
adds little information, since only one out of approxi- 
mately 500 bloods fails to clump in such antiserums. 
For these reasons, as well as the small number of 


family studies carried out to date, this committee 


recommends that the K-k tests should not be used in 
routine medicolegal practice but be reserved for special 
cases only. 
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Duffy and Kidd Systems.—The Duffy and Kidd sys- 
tems are grouped together because of the similarity in 
behavior of the available reagents. These reagents give 
the most distinct reactions only by the antiglobulin 
method, and the agglutinates are even more fragile 
than those encountered in the Kell tests. Because of 
the difficulty in reproducing the reactions, and the 
small number of family studies carried out to date, in 
the opinion of this committee, the Duffy and Kidd tests 
are not suitable for routine medicolegal purposes. 
Therefore, this committee recommends that tests for 
factors F (or Fy*) and J (or Jk*) should not be carried 
out in routine medicolegal practice. However, there 
are some experts who feel that these tests are suffi- 
ciently reliable for medicolegal use. 

The so-called family or private factors (table 5) 
have little or no value in medicolegal practice because 
of their rarity in the general population. 


Blood Tests as Circumstantial Evidence 
of Parentage 


The expert in the field of blood grouping is accus- 
tomed to think of blood tests as a method of establish- 
ing nonparentage only. When the blood types of the 
child match genetically with those of the supposed 
parents this is considered an inconclusive finding be- 
cause of the possibility of coincidence. However, with 
the increase in the number of detectable blood factors 
and the number of blood group systems whose mode 
of inheritance is known, the possibility suggests itself 
of using blood tests as circumstantial evidence of pa- 
ternity or maternity. “Assignment” of parents is oc- 
casionally possible in disputed parentage cases involv- 
ing cattle."' 

In almost all cases, despite the combined use of A-B- 
O, M-N, and Rh-Hr tests, such circumstantial evidence 
of parentage will be weak. For example, if both puta- 
tive parents and the child belong to type O M Rh,rh, 
there is a substantial chance of coincidence. Exactly 
where to draw the line is difficult to state. This com- 
mittee feels, therefore, that the use of blood. tests as 
circumstantial evidence of paternity is not advisable 
in routine medicolegal practice. In fact, attempts to 
apply blood tests in this way carry the danger that 
they may serve to confuse the issue and cause the court 
to discredit the blood tests altogether. 

On the other hand, there are certain unusual cases 
that cannot be ignored, where the use of blood tests 
as circumstantial evidence of paternity or maternity 
appears to be justified. For example, if the putative 
father belongs to type rh”, the mother to type rh, and 
the child to type rh”, the conscientious examiner will 
feel obligated to call this unusual circumstance to the 
attention of the court. Since rh” occurs in less than 
0.5% of the population, the coincidental presence of 
this type in the child and the accused man is circum- 
stantial evidence of paternity, assuming, of course, it 
is ascertained that a co-relative such as a brother of 
the same type as the accused cannot be involved. How- 
ever, this committee feels that such an observation 
should not be included in the official report but should 
be mentioned and explained in a covering letter ac- 
companying the report. Other situations in which the 
results of blood tests may perhaps be considered cir- 
cumstantial evidence of paternity are cases where the 


J.A.M.A., Aug. 31, 1957 


child and accused man both belong to type rh’ or both 
have the factor rh”, lacking from the blood of the 
mother. As another example the instance where the 
baby and the putative father both are Kell positive and 
group B, while the mother is Kell negative and group 
O, may be cited. 


Model Blood-Grouping Law 


To further the medicolegal application of blood- 
grouping tests in cases of disputed paternity, the 
passage of state laws authorizing courts to order these 
tests appears to be necessary. At the time when the 
previous report of this committee was published, laws 
had been passed in the states of Maine, Maryland, New 
Jersey, New York, North Carolina, Ohio, Pennsylvania, 
South Dakota, and Wisconsin. During the past five 
years four more states have been added to the list, 
namely, Connecticut, Massachusetts, Minnesota, and 
New Hampshire. The main obstacle to the adoption of 
similar laws by all states is the dearth of qualified ex- 
perts specializing in the field of blood grouping. Even 
among workers in the field, unnecessary controversy 
regarding nomenclature certainly has not helped to in- 
still confidence in the tests among lawyers and jurists. 
From the point of view of the legislator and jurist, the 
wider medicolegal application of blood tests may be 
fostered by the availability of a model blood-test law. 
A Uniform Act on Blood Tests to Determine Paternity 
was drafted by the National Conference of Commis- 
sioners on Uniform State Laws and approved by the 
conference at its annual meeting in San Francisco, 
Sept. 8-13, 1952. This act was later approved by the 
American Bar Association at its meeting in San Fran- 
cisco, Sept. 19, 1952. 

The proposed uniform act has many commendable 
features. However, the following simplified version of 
the proposed act would be an improvement, in the 
opinion of this committee. 


Uniform Act on Blood Tests in 
Cases of Disputed Parentage in Man 


Be it enacted (use the proper enacting clause for the state ). 

Section 1. Authority for Test. In a civil action in which 
parentage is a relevant fact, the court, upon its own initiative or 
upon motion of any party in the action shall order the mother, 
child, and alleged father, to submit to blood tests. 

SecTION 2. Selection of Experts. The tests shall be made by 
qualified experts in the field of blood grouping who shall be 
appointed by the court. For a list of such experts the court shall 
apply to the local medical association or to the American Medi- 
cal Association. The expert may be called by the court to testify 
on the findings and shall be subject to cross-examination. Any 
party may demand that other qualified experts perform inde- 
pendent tests under order of the court. 

Section 3. Compensation of Expert Witnesses. The compen- 
sation of each expert appointed by the court shall be fixed 
at a reasonable amount, and paid as the court shall order. 

Section 4. Effect of Test Results. If the blood tests show 
that the alleged parent is not the parent of the child, such a find- 
ing shall be admissible as evidence. If the blood tests show the 
possibility of the alleged parents’ parentage, the admission of 
such evidence shall be within the discretion of the court. 

Section 5. Effect on Presumption of Legitimacy. The pre- 
sumption of the legitimacy of a child born during wedlock is 
overcome if the court finds that the blood tests show that the 
husband is not the father of the child. 

Section 6, Applicability to Criminal Actions. This act shall 
also be applicable in criminal cases in which the problem of 
parentage arises, such as cases of rape and kidnapping. 

Section 7. Severability Clause. If any part of this act is de- 
clared invalid the remaining portion shall continue in full force 
and effect and shall be construed as being the entire act. 
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Sy 110N 8. Short Title. This act may be cited as the Uniform 
Act for Blood Tests in Disputed Parentage in Man. 

Section 9. Repeal. All acts or parts of acts which are in- 
consistent with the provisions of this act are hereby repealed. 

Section 10. Time of Taking Effect. This act shall take 


Two important aspects of the medicolegal applica- 
tion of blood tests are the questions of qualifications of 
experts and the application of blood tests in the exam- 
ination of dried stains of blood and secretions. These 
two subjects are not treated here because they have 
already been discussed in the report published in 1952, 
and no important changes have occurred. It is essential 
that only qualified workers carry out these examina- 
tions, because serious errors have occurred when in- 
experienced workers undertook to perform these tests. 
It must be borne in mind that blood tests are per- 
formed by natural persons, so that experts to be quali- 
fied are individuals and not institutions. A detailed 
discussion of the pitfalls in the grouping of dried blood 
stains can be found in a recent article on the subject."* 
The question of qualifications of experts remains a 
difficult and unsolved problem requiring serious study. 


Summary and Conclusions 


Because the use of two systems of nomenclature for 
the Rh-Hr system leads to confusion and misunder- 
standing, the Committee on Medicolegal Problems of 
the American Medical Association recommends the 
adoption of a single uniform system for medicolegal 
reports. Of the two available systems, the Committee 
favors the Rh-Hr over the C-D-E for what it considers 
strong reasons. It recognized faults in both systems, 
and suggests that the achievement of an internationally 
acceptable terminology is a desirable objective. In the 
interim, it is recommended that, unless and until some 
other convention can be agreed upon, the original 
Rh-Hr notations be kept as the standard and sole 
nomenclature for preparing approved medicolegal re- 
ports on Rh-Hr types. 

It is recommended that routine medicolegal applica- 
tions of blood grouping be restricted at present to tests 
for the four blood groups O, A, B, and AB of the 
A-B-O system; the three types M, N, and MN of the 
M-N-S system; and factors Rho, rh’, rh”, and hr’ of the 
Rh-Hr system. Tests for additional factors and systems 
are considered insufficiently established for routine use 
at present, although they may provide evidence in par- 
ticular selected cases. Such evidence should be sub- 
mitted in a separate letter not part of the standard 
report and should be presented with proper caution. 
Similarly, the value of rare combinations of groups 
providing indication of paternity, in contrast to the 
conventional use of the tests to establish only non- 
paternity, should be recognized in unusual cases but 
should be treated with caution in a separate commu- 
nication not part of the definitive report. The question 
of qualification of experts remains a difficult and un- 
solved problem requiring serious study. 
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Recent Court Decisions 


Prochnow v. Prochnow, 80 N.W. (2d) 278 (Wis., 
1957 ).—The results of a blood test excluding paternity 
were held not to be conclusive where the statute re- 
quires that “any party asserting the illegitimacy of the 
child . . . shall have the burden of proving beyond all 
reasonable doubt that the husband was not the father 
of the child.” The child was held to be legitimate on 
testimony of wife that she had timely intercourse with 
her husband and none other. 

Ross v. Marx, 93 A. (2d) 597 (N.J., 1952).—Medical 
testimony was introduced to show the results of blood- 
grouping tests conducted on the plaintiff, her child, 
and the defendant. The tests definitely established 
nonpaternity. The trial judge stated that he thought 
the results of such tests were conclusive on the issue of 
paternity. The superior court acknowledged that, under 
statute, the results of such tests are admissible in evi- 
dence only when they definitely establish exclusion. It 
held, however, that the results are not conclusive. 
Evidence that the test was incompetently administered 
would be properly admissible. 

Clark v. Rysedorph, 118, N.Y.S. (2d) 103 (N_Y., 
1952).—During the course of the trial the judge or- 
dered three separate blood-grouping tests to be con- 
ducted on the plaintiff, her child, and the defendant. 
Two M-N tests and one A-B test were given. Each test 
excluded the defendant as the father of the plaintiff's 
child. When such evidence is uncontradicted, it is 
conclusive. To reject such testimony, said the court, 
would be to ignore scientific facts. 
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Miller v. Domanski, 97 A. (2d) 641 (N.J., 1953).— 
The trial court, pursuant to state statute, directed Dr. 
Philip Levine to perform blood-grouping tests on the 
plaintiff, her child, and the defendant in a bastardy pro- 
ceeding. Dr. Levine testified that, unless the assump- 
tion was made that the plaintiff had a very rare and 
unusual genetic make-up, the tests did show exclusion. 
The court then refused to permit him to testify as to 
the results of the tests, even though, when the pertinent 
statute was enacted in 1939, the problem of an unusual 
serologic make-up was unknown to medical science. 
The superior court held that the trial court correctly 
applied the statute, which forbids using the results of 
blood-grouping tests as evidence except where such 
tests definitely establish exclusion, and judgment for 
the plaintiff was therefore affirmed. 

United States ex rel. Lee Kum Hoy v. Shaughnessy, 
115 F. Supp. 302 (S.D.N.Y., 1953 ).—The admission into 
evidence at an administrative hearing of the bare 
blood-grouping reports and the failure to provide op- 
portunity to cross-examine the doctor as to the quali- 
fications of the test constituted a denial of due process. 

United States ex rel. Dong Wing Ott v. Shaughnessy, 
116 F. Supp. 745 (S.D.N.Y., 1953).—An administrative 
tribunal does not violate due process by taking official 
notice of scientific treatises on the subject of blood- 
grouping tests in exclusions of paternity. 

Chin Wing Gwong v. Dulles, 139 F. Supp. 116 
(D.R.I., 1956).—Blood tests excluding paternity were 
denied conclusive weight on the ground that the quali- 
fications of the testing procedure were not shown. 

Pomainville v. Bicknell, 109 A. (2d) 342 (Vt., 1954). 
Conclusive weight to blood tests excluding paternity 
was denied by the court because the technician who 
conducted the tests failed to testify. 

People v. Nichols, 67 N.W. (2d) 230 ( Mich., 1954). 
The results of blood-grouping tests that do not exclude 
paternity have “not the slightest probative value or 
tendency to prove . .. paternity” and are inadmissible 
in evidence. 
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Lee On v. Dulles, 131 F. Supp. 310 ( Mass., 1935) — 
The refusal to submit to a test by a nonparty whos, 
blood groupings are relevant to the issue of patermit 
does not warrant an inference that the nonparty feare; 
the results where the refusal is due to “the inability _ 
to meet costs of blood tests and expert witnesses 
controvert unfavorable conclusions which goverimen; 
experts might erroneously draw from the results of 
these tests.” 

Lee Wing Get v. Dulles, 18 F.R.D. 415 (E.D. N.Y 
1955).—In an action for derivative citizenship, the 
court, apparently forgetting the demise of the Rules of 
Conformity Act, ordered the blood test of a nonparty 
mother under New York Civil Practice Act, section 
306-a. 

Fong Sik Leung v. Dulles, 226 Fed. (2d) 74 (9 Cir, 
1955); Yee Szet Foo v. Dulles, 18 F.R.D. 237 (S.D 
N.Y., 1955); Dulles v. Quan Yoke Fong, 237 Fed. (2d 
496 (9 Cir., 1956).—Where an infant seeks a declaraton 
judgment in a suit by his father-guardian ad litem, the 
court may not order, under rule 35 (a) of the Federal 
Rules of Civil Procedure, blood tests of the father-next 
friend, the parents, or the brothers or sisters. 

Chin Nee Deu v. Dulles, 18 F.R.D. 350 (S.D. N.Y. 
1955 ).—Under the provisions of rule 35 (a) of the Fed. 
eral Rules of Civil Procedure, in an action to which the 
physical condition of a party is in controversy, the 
court may order him to submit to a physical examina- 
tion by a physician. Thus, where an infant seeks a 
declaratory judgment of his own derivative citizenship 
in an action brought by his “father” as next friend, the 
infant may be compelled to submit to a blood test, but 
the court may not order blood tests of the father-next 
friend. 

Norte: Blood tests for nonparentage on an individual 
seeking admission to this country on the basis of deriva- 
tive citizenship, without testing his putative parents, 
would obviously be pointless. 


eo Arteriosclerotic Aneurysms.—Arteriosclerotic aneurysms occur in degenerative disease of 
the thoracic aorta and are a malady of the elderly. Arteriosclerotic aortic aneurysms may be 
asymptomatic, but often there is a history of hypertension. When symptoms occur the situa- 
tion is ominous. Backache may be due to erosion of the bodies of the dorsal vertebrae by the 
aneurysm; hoarseness can be caused by recurrent laryngeal nerve paralysis; and hemoptysis 
can be caused by erosion or stenosis of a large pulmonary artery. In a small series of six cases 
diagnosed with the aid of angiocardiography . . . the majority had symptoms due to the 
aneurysm; of these, three (50%) were dead within a year. Diagnosis of aneurysms of the tho- 
racic aorta depends upon the roentgen findings of mediastinal or hilar masses or an enlarged 
aorta. Differentiation from mediastinal tumors may be difficult, if not impossible. It then be- 
comes necessary to perform contrast studies of the cardiovascular system. Angiocardiography 
can be depended upon to reveal saccular and fusiform aneurysms, as well as dilatation, tortu- 
osity, unfolding and congenital anomalies of the aorta. The diagnosis of arteriosclerotic 
aneurysms of the aorta depends upon the presence of a negative history and serologic test 
for syphilis in the older age groups, and the location of the aneurysm in the arch and descend- 
ing portions. The absence of severe dilatation and a regular smooth ascending aorta . . . favor 
the diagnosis of arteriosclerosis. . . . The decision to perform surgery for arteriosclerotic tho- 
racic aneurysms must take into account the advanced age and the tendency for arteriosclerosis 
to occur elsewhere. In the heart, there may be coronary thrombosis or insufficiency; in the 
brain, cerebral thrombosis or hemiplegia; in the abdomen, aortic aneurysm or occlusion; and 
in the legs, arterial occlusion or insufficiency. . . . Despite all these, constant vigilance to 
detect the case suitable for surgery is reeommended.—I. Steinberg, M.D., Diagnosis of Arte- 
riosclerotic Aneurysms of the Thoracic Aorta, Annals of Internal Medicine, February, 1957. 
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COMMITTEE ON REHABILITATION 


REPORT OF THE COMMITTEE ON 
REHABILITATION 
The following report, which has been reviewed by 
the Board of Trustees of the American Medical Asso- 
ciation, has been adopted for publication by the Asso- 
ciation’s Committee on Rehabilitation. 
Ravpu E. De Forest, M.D., Secretary. 


During the past 50 years medicine has made rapid 
advances in its ability to save the lives of the sick and 
injured. In this period our life span has been increased 
by more than one-third. A longer life span, together 
with a growing population and the increased number 
of persons injured during their daily activities of work 
and play, has resulted in a tremendous rise in the 
number of disabled individuals. The disabled and 
handicapped may become a burden on their families 
or society and may, even more unfortunately, become 
engulfed in their own feelings of insecurity, despair, 
and hopelessness. In response to the needs of the dis- 
abled and handicapped, a humanitarian movement, 
“rehabilitation,” has developed and continues to ex- 
pand in the United States. Since rehabilitation services 
are provided in so many ways, some confusion exists 
as to what is meant by and included within this term. 
However, some confusion is to be expected during the 
course of the expansion and development of almost 
any concept of such magnitude as that encompassed 
by present-day rehabilitation. 

Stated in broad and simple terms, rehabilitation 
services provide the total medical care needed to re- 
store the sick and injured to maximal obtainable func- 
tion, assist in psychological and social adjustment, 
provide occupational retraining if necessary, and 
either secure employment if possible, or at least strive 
to develop independence so that the individual may 
become self-sustaining. Success in rehabilitation is 
dependent, then, upon comprehensive care, including 
(1) medical and surgical diagnosis and treatment 
which must continue beyond the end of the “acute 
stage” of disease or injury to the point of maximal 
reduction of physical or mental disability, (2) social 
service, (3) vocational retraining and counseling, and 
(4) job placement. 

There is need for increased utilization of the many 
ancillary personnel such as physical therapists, occu- 
pational therapists, clinical psychologists, and others 
who work under direct medical supervision. The phy- 
sician also needs to become aware of the great amount 
of work already done in the nonmedical aspects of re- 
habilitation in the fields of education, sociology, and 
vocational counseling and placement. This is nec- 
essary because, in addition to the medical care pro- 
vided by the physician, the patient must also receive 
the benefits of these other fields dedicated to the 
betterment of the disabled. It seems reasonable to 
assume, however, that the physician should accept 


Members of the Committee on Rehabilitation are Frank H. 
Krusen, M.D., Chairman; H. B. Mulholland, M.D., Vice-chair- 
man; Oscar A. Sander, M.D.; Francis J. Gerty, M.D.; and Guy A. 
Caldwell, M.D. 


leadership in seeing that adequate and total rehabili- 
tation services are available to his patients. The physi- 
cian should take the lead and direct the rehabilitation 
team if the important, traditional physician-patient re- 
lationship is to be maintained and his patients are to 
receive all of the benefits total rehabilitation has to 
offer. To assure that ancillary personnel are adequate- 
ly trained to assume their responsibilities as members 
of the rehabilitation team, physicians should also 
actively participate in teaching the medical aspects 
of educational programs for such personnel. 

Every individual physician can and should assume 
responsibility for the rehabilitation of his patients. 
Accomplishment does not depend so much upon the 
rehabilitation center as it does upon the mobiliza- 
tion, integration, and provision of rehabilitation serv- 
ices. The physician should ascertain what rehabilita- 
tive, community, and specialized medical services are 
available, and direct his patient to them as necessary. 
Although both federal and private national organiza- 
tions are interested in rehabilitation, actual service is 
provided to the individual at the local level. County 
and state medical societies should catalogue for the 
benefit of their members the various medical, social, 
and educational agencies providing services to the 
rehabilitee within the state, county, and community. 

The Committee believes that its activities in the de- 
velopment of rehabilitation should proceed with the 
following objectives as guides to its work: (1) to co- 
ordinate the rehabilitation interests and activities 
within the councils, bureaus, committees, and depart- 
ments of the American Medical Association; (2) to 
foster medical supervision of rehabilitation services 
and centers; (3) to study the problems and interrela- 
tionships of the medical, social, educational, and voca- 
tional aspects of rehabilitation; (4) to inform the 
medical profession of the availability of information re- 
garding rehabilitation; (5) to collect information con- 
cerning the establishment of rehabilitation programs, 
their organization, methods of operation, and utilization 
by physician and patient; and (6) to encourage medical 
society interest and programs in rehabilitation. 

In the process of carrying out this work, the Com- 
mittee believes that some of the activities in which 
it might engage are as follows: (1) a review of the 
rehabilitation programs of national organizations 
through a perusal of written and published material 
and through conferences with representatives from 
these organizations; (2) a preparation of guides for 
medical societies to use in (a) reviewing the rehabili- 
tation programs of local agencies and foundations, 
including availability of facilities and services and 
the extent and type of research, (b)determining the 
need for facilities and services, and (c) developing 
liaison with local groups concerned with rehabilita- 
tion; (3) the preparation of guides for sound rehabil- 
itation services and facilities; and (4) publication of 
a series of articles in THe JourRNAL of the American 
Medical Association on all aspects of rehabilitation. 
Such articles would be prepared by persons well quali- 
fied in the various aspects of rehabilitation. 
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COUNCIL ON DRUGS 
Formerly the Council on Pharmacy and Chemistry 
NEW AND NONOFFICIAL DRUGS 
Formerly New and Nonofficial Remedies 
Monographs and supplemental statements on drugs described here and in subsequent edi- Ay 


tions of New and Nonofficial Drugs are based on the evaluation of available scientific data 
and reports of investigations. Applicable commercial names for preparations of evaluated f 
drugs are listed at the end of monographs and parenthetically in the text of supplemental 
statements; additional commercial names of which the Council is informed will be included 
with subsequently published supplemental statements and annual editions of New and Non- 


official Drugs. 


Glucurolactone.—y-Lactone of p-glucofuranuronic 
acid.—The structural formula of glucurolactone may 
be represented as follows: 


CHOH | 
H-C-OH 


Actions and Uses.—Glucurolactone is the gamma 
lactone of glucuronic acid, an important body con- 
stituent that is believed to possess at least two signifi- 
cant metabolic functions. It is an essential unit of 
tissue structure, comprising part of the composition 
of connective tissue and collagen, particularly of 
cartilage, periosteum, nerve sheath, joint capsule, 
tendon, and synovial fluid. It also occurs in intercellu- 
lar cement substance and in blood vessel walls. 
Glucuronic acid is of additional metabolic importance 
as a detoxifying agent, combining with many foreign 
and deleterious substances that are then excreted in 
the urine as innocuous glucuronic acid conjugates. 

As a physiological body constituent, glucuronic acid 
and its more stable lactone have been considered 
possible therapeutic agents in several disease entities. 
Although they were previously suggested for a variety 
of purposes, clinical experience has centered princi- 
pally about the use of these compounds in the treat- 
ment of arthritis, rheumatism, and associated collagen 
diseases. It has been surmised that the destruction of 
bone and cartilage, which characterizes these condi- 
tions, may result from a deficiency of glucuronic acid 
required for normal metabolism and that such de- 
ficiency may also involve the cement substance affected 
in the collagen diseases. It has also been surmised that 
patients in this category may suffer from a defect 
in detoxicating mechanism as indicated by excessive 
toxicity from focal and other infections. Although 
there is no valid evidence to support this view, 
glucurolactone has been proposed for use in arthritic 
conditions as an orally given absorbable, stable form 
of glucuronic acid to restore and maintain metabolic 
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balance in fibrous tissue and to help meet daily prol 
detoxicating requirements. Although some observers con 
believe that the drug exerts a beneficial clinical effect, ami 
the number of patients in which such results have pre 
been reported is too small to permit any positive sire 
conclusion. Since the presently available evidence is Ho 
largely from uncontrolled studies, it is also difficult to ma 
determine whether the favorable responses thus far re- oni 
ported were due to the action of the drug or to spon- son 
taneous remissions so characteristic of this group of err 
diseases. Thus, while there may be some hypothetical dey 
reasons for the use of glucurolactone for the treatment exe 
of joint and collagen dfseases, a definite statement re- ext 
garding its usefulness must await the results of the 
better controlled, long-term clinical studies. lat 
Unlike free glucuronic acid or its salts, glucurolac- ad 
tone is readily absorbed from the gastrointestinal tract. of 
It is apparently broken down to free glucuronic acid bo 
in the body, since detectable increases in this con- ef 
stituent may be found in the blood and urine after sil 
the oral administration of its lactone. Both laboratory in 
and clinical experience indicate glucurolactone to be to 
a relatively nontoxic substance. In humans, prolonged to 
administration has not been accompanied by any or 
manifestations of serious deleterious effects. Occa- SC 
sionally, flushing of the face and mild gastrointestinal fc 
distress have been observed. These effects usually L 
subside with a reduction in dosage or with temporary te 
withdrawal of the drug. te 
Dosage.—Glucurolactone is administered orally. In n 
the treatment of joint and arthritic-like conditions, I 
the daily administration of 2 Gm. of glucurolactone in 
four divided doses should be considered experimental. . 
If the drug is employed at all, administration for one 


month or more may be required before any thera- 
peutic results are apparent. Should a_ favorable 
effect be obtained, maintenance dosage and duration 
of subsequent therapy should be governed by indivi- 
dual response. The trial of glucurolactone in arthritic 
patients does not obviate the need for more important 
and better established therapeutic measures. | 


Applicable commercial name: Glucurone. 
Reed & Carnrick cooperated by furnishing scientific data to 
aid in the evaluation of glucurolactone. 
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Leucovorin Calcium.—Calcium 5-formy]-5,6,7,8-tet- 
.,hvdropteroylglutamate.—The structural formula of 
jeucovorin calcium may be represented as follows: 


o-C—CH—NH—C H 
Ca CHe N N 
NH-CH, 
C-H OH 


Actions and Uses.—Leucovorin calcium, the calcium 
salt of the active metabolite of folic acid, is utilized 
for growth of the bacterial species Leuconostoc citro- 
yorum. Hence, leucovorin is frequently referred to as 
citrovorum factor or, less commonly, folinic acid. In 


S man and animals, folic acid per se is metabolically 


inactive; it must be converted to leucovorin in the 
tissues in order to exert a stimulating effect on the 
proliferation of all blood cellular elements. If this 
conversion is blocked, as with the folic acid antagonists 
aminopterin or A-methopterin, hematopoiesis is de- 
pressed. This is, of course, the therapeutic effect de- 
sired in the treatment of acute leukemia of childhood. 
However, because of extreme potency and narrow 
margin of safety, therapy with the folic acid antag- 
onists can be hazardous; hematopoietic response is 
sometimes very difficult to control, and even small 
errors in dosage can lead to irreversible bone marrow 
depression. In such situations, leucovorin calcium 
exerts a potent antidotal action since it provides an 
exogenous source of the active hematopoietic principle, 
the biosynthesis of which is blocked. There is adequate 
laboratory and clinical evidence to show that prompt 
administration of the drug after overdosage with any 
of the folic acid antagonists results in a reversal of 
both hematopoietic toxicity and the generalized toxic 
effect on all reticuloendothelial tissue. Whenever pos- 
sible, therapy with leucovorin calcium should be 
initiated before susceptible cell groups have become 
too damaged by folic acid antagonists to be responsive 
to antidotal action. Hence, in cases of inadvertent 
overdosage, leucovorin should be administered as 
soon as the error is detected; if a period of more than 
four hours intervenes, the drug may not be effective. 
Leucovorin calcium should not be administered simul- 
taneously with folic acid antagonists in an attempt 
to modify or abort clinical toxicity. Such a regimen 
may nullify completely the desired therapeutic effect. 
If signs of toxicity appear after use of the folic acid 
antagonists, the offending drug should be withdrawn 
immediately, and, along with general supportive 
measures, leucovorin calcium should be administered 
on a daily basis until hematological and clinical 
improvement is noted. 

Because leucovorin calcium supplies the active 
metabolite needed for the proliferation and maturation 
of blood cellular elements, it is effective in ameliorat- 
ing the blood picture in the megaloblastic anemias 
associated with pregnancy, infancy, sprue, and nutri- 
tional deficiency. However, the ability of the blood- 
forming organs to convert folic acid to the citrovorum 
factor is not impaired in these anemias. Accordingly, 
in the megaloblastic anemias, no particular purpose 
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is accomplished by using leucovorin calcium, which 
must be injected parenterally, instead of folic acid, 
which may be taken orally. 

Before the introduction of cyanocobalamin ( vita- 
min B,2), leucovorin calcium was used for the treat- 
ment of pernicious anemia. The action of the drug in 
this condition is essentially the same as that of folic 
acid. Thus, while leucovorin calcium may restore to 
normal the blood picture in patients with pernicious 
anemia, it is ineffective in the control of neurological 
symptoms. Cyanocobalamin, which overcomes both 
the hematological and neurological effects of pernicious 
anemia, has displaced both folic acid and leucovorin 
calcium in the treatment of this condition. 

In therapeutic doses, leucovorin calcium appears to 
be essentially nontoxic. To date, no untoward effects 
or adverse reactions referable to the drug have been 
reported. 

Dosage.—Leucovorin calcium is administered intra- 
muscularly. To counteract the toxic effects of folic 
acid antagonists, the usual dose is 3 to 6 mg. per day. 
This is continued as long as signs of toxicity persist. 
For the treatment of megaloblastic anemias, a dose 
of 10 mg. may be injected daily for 10 to 15 days. 
Subsequent therapy and dosage is dependent upon 
the hematological response as reflected by both periph- 
eral blood cell counts and bone marrow aspirations. 
Dosage of leucovorin calcium as an adjunct to 
cyanocobalamin therapy in the treatment of pernicious 
anemia has not been well defined, but amounts rang- 
ing from 0.2 to 15 mg. per day have been emploved in 
this condition. 


Applicable commercial name: Leucovorin. 

Lederle Laboratories Division, American Cyanamid Com- 
pany, cooperated by furnishing scientific data to aid in the 
evaluation of leucovorin calcium. 


Oxyphenonium Bromide.—Diethyl(2-hydroxyethy] ) 
methylammonium bromide a-phenyl-a-cyclohexylgly- 
colate.—The structural formula of oxyphenonium bro- 
mide may be represented as follows: 


Cc. + 
( Y COCHsCHsN-CHs 
CaHs 


Actions and Uses.—Oxyphenonium bromide, a syn- 
thetic quaternary ammonium compound, is used 
clinically as an anticholinergic agent. Its pharmaco- 
logical actions, side-effects, and chemical structure are 
similar to those of tricyclamol chloride, tridihexethy]l 
iodide, and hexocyclium methylsulfate. In addition to 
producing an antispasmodic effect on the musculature 
of the gastrointestinal tract, oxyphenonium bromide 
also diminishes gastric secretion. Thus, it is useful for 
the adjunctive management of peptic ulcer and for 
other disorders of the gastrointestinal tract, character- 
ized by hypermotility or spasm, that are usually 
amenable to anticholinergic therapy. It may also be 
used in place of atropine or scopolamine as a pre- 
anesthetic medication in patients who are sensitive 
to the belladonna alkaloids. Currently available evi- 
dence confirms the usefulness of oxyphenonium bro- 
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mide as a potent antispasmodic but does not indicate 
any advantages that would distinguish the drug from 


other agents in this category. 


Side-effects to oxyphenonium bromide include those 
of the anticholinergic agents in general. Blurring of 
vision, dryness of the mouth, difficulty in urination, and 
constipation may follow its clinical use. Less common 
reactions have included weakness, dizziness, drowsi- 
ness, nausea, vomiting, headache, and tachycardia. The 
drug is contraindicated in the presence of glaucoma, 


prostatic hypertrophy, and pyloric obstruction. 


Dosage.—Oxyphenonium bromide is given orally, 
subcutaneously, or intramuscularly. When immediate 
action is desired in severe gastrointestinal spasm with 
pain, 1 to 2 mg. (0.5 to 1 cc. of a 0.2% solution) may 
be injected subcutaneously or intramuscularly every 


six hours; oral therapy should then be substituted as 
soon as possible. The usual oral dosage for adults is 
10 mg. four times daily. Dosage should be adjusted, 
however, according to individual response and the 
appearance of side-effects. For children, dosage is 
reduced proportionally according to age. 

Applicable commercial name: Antrenyl Bromide. 

Ciba Pharmaceutical Products Inc. cooperated by furnishing 
scientific data to aid in the evaluation of oxyphenonium bro- 
mide. 

Sulfisomidine.—N’-( 2,6-Dimethy]-4-pyrimidiny] ) sul- 
fanilamide.—The structural formula of sulfisomidine 
may be represented as follows: 


CHs 
| 
NHe SOz2NH~ N 
CH3 


J.A.M.A., Aug. 31, 195 


Actions and Uses.—Sulfisomidine, a structura] isOmer 
f sulfamethazine, is useful for the treatment of sy. 
temic and urinary tract infections caused by micro, 
organisms that are susceptible to the bacteriostati, 
effects of sulfonamides. In contrast to most other agen 
in this class, sulfisomidine is not readily acetylated jy 
the body. Thus, after oral administration, only abou 
5 to 10% of total blood sulfonamide is conjugated, and 
about 90% of the drug appears in the urine in the 
free form. Since the free form of the drug is soluble ip 
acid urine, sulfisomidine compares favorably with the 
other sulfonamides with respect to renal toxicity 
Hematuria and crystalluria are only rarely ep. 
countered. Hence, concomitant alkalinization of the 
urine is not necessary to increase the solubility of the 
drug. As with all sulfonamide therapy, however, fluid 
intake should be maintained above 1.5 liters daily 
Aside from diminished renal toxicity, the side-effects 
of sulfisomidine are similar to those of other sulfona- 
mides. (See the general statement on sulfonamides and 
on pyrimidine derivatives in New and Nonofficial 
Remedies. ) 

Dosage.—Sulfisomidine is administered orally. The 
initial dose in severe infections is calculated on the 
basis of 0.1 Gm. per kilogram of body weight. Subse- 
quent doses of one-sixth the initial dose should be 
given every four hours (six times a day) until the in- 
fection is well under control. Then dosage is decreased 
to four times a day until a cure is effected. 


Applicable commercial name: Elkosin. 
Ciba Pharmaceutical Products Inc. cooperated by furnishing 
scientific data to aid in the evaluation of sulfisomidine. 
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Report to the Council 


The Council has authorized publication of the following condensation of a report on 
atherosclerosis and diet which appears in the August, 1957, issue of Circulation. The re- 
port was prepared by the nutrition committee of the American Heart Association in co- 
operation with the Society for the Study of Arteriosclerosis. 


L. Wuire, Sc.D., Secretary. 


ATHEROSCLEROSIS AND THE FAT CONTENT OF THE DIET 
I. H. Page, M.D., Cleveland, F. J. Stare, M.D., Boston, A. C. Corcoran, M.D., Cleveland, H. Pollack, M.D. 


and 


C. F. Wilkinson Jr., M.D., New York 


Atherosclerosis in all probability has no single cause. 
Among those factors presently implicated are (1) 
heredity, (2) diet, (3) anatomy of the blood vessel 
wall, (4) arterial blood pressure, (5) lipid content of 
the blood, and (6) sex. Because atherosclerosis is a 
focal lesion, its consequences are widely variable. 
There is no practical means of clinical diagnosis of 
uncomplicated, potentially reversible lesions. The ap- 


From the Division of Research, Cleveland Clinic (Drs. Page 
and Corcoran), the Department of Nutrition, Harvard School of 
Public Health (Dr. Stare), and the New York University Post- 
Graduate School of Medicine (Drs. Pollack and Wilkinson). 


proach to this problem by animal experiments has 
shown that atherosclerosis which is closely similar to, 
but not necessarily identical with, the human type 
can be produced in a variety of experimental animals 
by dietary variations. The results of such experiments 
have had a significant influence on the opinions of 
many clinicians. 

The clinical diagnosis of coronary arterial heart 
disease dates substantially from the first decade of 
this century. No one questions the remarkable increase 
in the reported number of cases of this condition. 
Undoubtedly the wide use of the electrocardiogram 
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» confirming clinical diagnosis and the inclusion, in 
1949. of arteriosclerotic heart disease in the Inter- 
ational List of Causes of Death play a role in what 
§. often believed to be an actual increased prevalence 

f this disease. 

The incidence of coronary heart disease has been 
reported to be associated with certain dietary habits, 
for instance, with the intake of fat. Comparative nu- 
ritional surveys range from estimates based on the 
food balance sheets of two nations to carefully 
measured food intakes of individuals. Estimates of 
national food balances may indicate trends in single 
-ountries or demonstrate wide differences in the ade- 
juacy of the diets available, but they have little 
application to small groups or to small differences. 

That the genetic factor may be an influence is indi- 
cated by a recent cooperative study made by the life 
insurance companies. For periods of up to 15 years, 
they investigated 18,000 insured lives and showed 
conclusively that persons who had reported two or 
more cases of early cardiovascular renal disease in 
their families were subject to death rates from cardio- 
vascular disease that were one and three-fourths to 
two and one-half times greater than prevailing rates 
among all persons insured at standard premium rates.’ 


Clinical Approach 


The clinical approach to relating lipids to athero- 
sclerosis depends primarily upon the association of 
increased incidence of atherosclerosis and coronary 
arterial disease with certain other diseases such as 
diabetes, myxedema, nephrosis, and xanthromatosis, 
all of which are commonly associated with hyper- 
lipemia and hypercholesteremia. Experience indicates 
that the equation of atherosclerosis with hypercholes- 
teremia is presumably valid, but it does not establish 
the association between fat intake and hypercholes- 
teremia. 


Cholesterol 


Many years ago the clinical association between 
hypercholesteremia and atherosclerosis was correlated 
with the finding that rabbits fed cholesterol in oil 
developed atherosclerosis. Cholesterol, once regarded 
as an unmetabolizable building block in animal tissues, 
became to many the villain underlying arterial ca- 
tastrophe. Although biologically the least significant, 
a large factor in this association was that the Lie- 
bermann-Burchard reaction made measurement of 
serum cholesterol easier than measurement of other 
serum lipids. In fact, the reaction may have concen- 
trated too much attention on cholesterol at the expense 
of substances of equal or greater potential interest. 
The concentrations of plasma lipids usually tend to 
vary simultaneously in the same direction, and any one 
of them might be as significant as cholesterol. 


Fat 


_ Total Fat Intake.—Perhaps the total consumption of 
fat is relevant to clinical atherogenesis. Keys,’ in 
particular, has placed emphasis on the proportion of 
total dietary calories contributed by the common 
food fats. Certainly there is an abundance of data, 
both clinical and experimental, which tend to relate 
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excess fat intake to atherosclerosis. Untortunately, 
other significant parameters such as total caloric intake, 
relative rate of caloric expenditure, true obesity, and 
exercise are not easily disentangled from the problems 
of excess fat intake. Consequently, this hypothesis 
finds opposition in some quarters 

Animal vs. Vegetable Fat.—The possibility has been 
raised that the kind rather than the amount of fat 
in the diet is responsible for atherogenesis. The first 
area of study has been a comparison of effects of 
animal fats with those of vegetable fats. 

Some of the relevant data comes from studies of 
vegetarians. In one study it was found that serum 
cholesterol levels were higher in nonvegetarians than 
in lacto-ovo-vegetarians and true vegetarians. The 
lowest concentrations of cholesterol were found in 
the true vegetarians, in spite of the fact that 35% of 
their total calories came from fat. 

The possible association between vegetarian diets 
and low levels of serum cholesterol is tested by the 
data from a study of Eskimos,’ who have a high intake 
of meat and fat. With a procedure that vielded a 
mean value of 177 mg. per 100 cc. of total serum 
cholesterol for a control group of Canadians, the mean 
in 27 Eskimos was found to be 141 mg. (range 93 to 
222) and in 6 Devon Island Eskimos, 132 mg. (range 
116 to 158). The fats consumed were largely of 
marine origin and, like vegetable fat, relatively un- 
saturated. However, tuberculosis is common among 
Eskimos and may account for the relative lipopenia. 

Unsaturated Fats.—The reported effects of vegetable 
fats on the cholesterol content of blood may be a 
function of their degree of unsaturation and/or of 
their content of so-called essential fatty acids. The 
parameter of saturation of fat as « significant factor in 
cholesteremia, and by extension, in atherosclerosis 
recently has been explored in humans by Kinsell,’ 
Ahrens,” Beveridge,” and Bronte-Stewart.’ Their ex- 
periments showed that relatively unsaturated fats of 
vegetable or marine origin tend to lower serum 
cholesterol levels, whereas hvdrogenated vegetable 
fats usually, and saturated anim®! fats rather regularly, 
tend to incresse serum cholesterol levels. 

Speculative hypotheses. like those of Sinclair" and 
Schroeder,® have been formulated. The starting point 
of this type of hypothesis is that cholesterol is normally 
esterified with unsaturated fatty acids. When these 
are unavailable, cholesterol esterifies with saturated 
fatty acids provided by the dietary fats or synthesized 
in the body from carbohydrate. The hypothesis states 
that it is these saturated cholesterol esters which tend 
to be deposited in the arterial intima. Important to 
this concept would be the body's inability to form 
arachidonic acid from linoleic acid (the so-called 
essential fattv acids ); this latter svnthesis may depend 
on pyridoxine, Therefore, pyridoxine deficiency might 
have the same effect as a deficiency of unsaturated 
fatty acid. 

The fact is that the basic problem is not lipemia, 
hypercholesteremia, or hepatic lipid excess, but it is 
atheromatosis and, in particular, myocardial infarc- 
tion. Atheromas have not been described or associated 
clinically or experimentally with fatty acid deficiency. 
With the exception of Hartroft and Thomas’ '” recent 
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production of myocardial infarction in animals on 
certain dietary regimens high in fat, myocardial in- 
farction has not been precipitated in animals by ex- 
cessive intake of any particular fat or of cholesterol 
or by a deficiency of pyridoxine or any unsaturated 
fatty acid. 

Fat and Clotting 


The hypothetical sequence in vogue, since the time 
of Virchow, from hypercholesteremia to increased 
intimal lipid deposition ending in atheroma has been 
questioned. Duguid "' has restated the Rokitansky 
concept that atheroma begins in deposition of fibrin 
and extenas ‘-’ incorporation and organization of 
these deposits. The bridge between this view and 
that which associates atherogenesis with lipemia is 
provided by experiments which show that lipemic 
blood may hasten coagulation in vitro or shorten 
plasma clotting time induced by an incomplete throm- 
boplastin. 

Proteins 


Dietary proteins may also be involved in experi- 
mental atherosclerosis. The production of athero- 
sclerosis in the monkey was accomplished by means 
of diets containing alpha protein and was prevented 
when casein was the dietary protein. Other studies 
with rats showed that the hypercholesteremic response 
varied according to the protein level. The lowest 
response was observed among those animals receiving 
the highest level of dietary protein. Since atherosclero- 
sis in man is associated with an abundant diet, it is 
difficult to believe that diets low in protein or low in 
essential amino acids can be a causative factor. 


The American Diet 


Has there been a marked change in the American 
diet during the past one or two generations—a period 
in which the incidence of coronary heart disease and 
atherosclerosis may have increased? 

Katz '* states unequivocally that the fat content of 
the American diet has increased. To prove this point, 
he cites data from the Department of Agriculture go- 
ing back to 1910. But these data are concerned with 
food estimated to be available at the retail level and 
are really no true measure of the actual food con- 
sumed. The tremendous fat collections from kitchens 
during the war years are an indication of the degree 
of the loss. 

The second method of estimating food consumption 
is the dietary survey. Many studies ranging from ap- 
proximately 1900 to the present day show a considera- 
ble variation in dietary intake, depending on the 
group and area under scrutiny. However, variation 
with time is not very striking. 

It is true that the use of hydrogenated fats has in- 
creased. Thirty years ago these processed fats were 
relatively new products. However, the proportion of 
animal and vegetable fats in the diet has remained 
relatively constant. It might be pointed out that an 
increase in the consumption of hydrogenated fats 
during the past 25 to 30 years does not necessarily 
mean a decrease in the intake of the so-called essential 
fatty acids. The following are reasons for this: 
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1. Although the use of hydrogenated vegetab|e oj\s 
has increased over the past several years, so too has 
the use of these same oils in their natural state. This 
latter use represents a substantial contribution of 
“essential” unsaturated fatty acids. 

2. Gross measurements of changes of saturation jp. 
duced by hydrogenation do not necessarily indicate 
the degree of change in the content of biologically 
active linoleic and linolenic acids. During hydrovena. 
tion the content of normal linoleate of an oil, while 
reduced, is not abolished. 

McCann and Trulson ** have recently estimated the 
intake of “essential” fatty acids in current and past 
American diets and comment as follows: “However. 
there has been no marked change in the total amount 
of essential unsaturated fatty acids in the American 
diet over the past half century. The increased satura- 
tion of fats induced by the hydrogenation of shorten- 
ings and margarines has been balanced by an increased 
consumption of ‘other fats and oils,’ fats which are 
mostly unsaturated and have a high content of essen- 
tial fatty acids.” 


General Comment 


One can summarize the hypotheses presented as 
follows: 1. Diet may play an important role in the 
pathogenesis of atherosclerosis. 2. The fat content and 
the total calories in the diet are probably important 
factors. 3. The type of fat, rather than the total fat 
or the ration or balance between the saturated and 
certain unsaturated fats, may be the basic determi- 
nant. 4. The proposition that the character of the 
American diet has so changed during the past 50 
years as to increase the incidence of coronary vascu- 
lar disease has not been supported. 5. Other aspects 
of fat metabolism may be determinants. 6. A wide 
variety of other factors, dietary and nondietary, may 
be of equal or greater importance. 7. Myocardial 
infarction, the real crux of the problem, has been 
only recently, and, on a complicated dietary regimen, 
produced experimentally, despite the extensive and 
severe atherosclerosis that has been produced. 

It should be realized that these conclusions are 
subject to some very basic criticisms. One is that most 
of the studies have focused attention on the concentra- 
tions of serum cholesterol, serum lipid, or serum 
lipoprotein without proper emphasis on the focus of 
the problem, which is atheroma and infarction. Is there 
compelling evidence that, if we treat to adjust the 
serum cholesterol concentration, we are doing any- 
thing to lessen the chances of coronary infarction? 
Perhaps the best that can be said is that there is an 
association which has statistical value but that it is not 
an obligatory association either in small groups or, 
much less, in an individual. 

Even if one accepts the equation that hypercholes- 
teremia leads to atherosclerosis (or some variant there- 
of), the fact is that serum lipid concentrations (per- 
haps more in some people than in others) show 
considerable “spontaneous” fluctuations which makes 
the application of the formula difficult. Variations of 
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rum lipid concentrations among individuals of the 

me sex and age who consume similar diets are also 
seat. Consequently, data based on single determina- 
sons are potentially highly inaccurate, and control 
ata by repeated observation on standard regimens 
jould be secured over several weeks. 

Vital statistics, particularly those from countries 
vith different methods of reporting, understaffed 
health departments, and low autopsy rates are very 
ipt to be misleading. The diagnostic accuracy of all 
ohy’ sicians is not equal, and standards vary from place 

to place. Diet histories are time-consuming and, at 
best, vield data which are only moderately accurate. 
When data are obtained through interpreters and 
when good rapport has not been possible, they lose 
even this limited value. A national diet, low in fat, is 
sually also low in sucrose and animal protein; it is 
usually high in fiber and starch, and the vitamin and 
mineral content may differ from American diets. 

Finally, there are other common factors in human 

life which are atherogenic but are not related to 
lipemia. Of these, the most common and best docu- 
mented is arterial hypertension. This association is 
well recognized. The greatest frequency of complica- 
tions of atherosclerosis, fatal and nonfatal, was found 
in a group of patients whose severe hypertensive 
disease had been brought under some control with 
antipressor drugs. Among these persons, such com- 
plications occurred three times as often in those with 
high diastolic pressures (greater than 110 mm. Hg) 
as in those with lower average pressure. In the 
severely hypertensive patients, there was no demon- 
strable association between the incidence of these 
complications and the levels of serum cholestero] or 
of the light or dense lipoprotein fractions. 


Conclusions 


Atherosclerosis and myocardial infarction are dis- 
eases in which numerous factors are involved, includ- 
ing diet. Diet and nutrition are important factors in 
experimental atherosclerosis and, very probably, in 
the human form of the disease. Thrombosis and infare- 
tion are probably more likely to occur in arteries 
severely sclerosed. 

The evidence at hand suggests a general association 
with high rates of consumption of fat, but it is difficult 
to disentangle this from caloric balance, exercise, 
changes in body weight, and other metabolic and 
dietary factors that may be involved. Thus, the present 
evidence does not convey any specific implications 
for drastic dietary change, specifically in the quantity 
or type of fat in the diet of the general population, on 
the premise that such changes will definitely lessen the 
incidence of coronary artery disease. On the other 
hand, the fact that obesity is a nutritional failure 
caused by consuming more calories than one expends 
and the fact that dietary fats are the most concentrated 
source of calories, providing some 40 to 45% of the 
daily caloric intake, suggests that many persons should 
consume fewer calories. For most, this will mean 
eating less fat. 
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Prudence, as well as habit and taste, will dic- 
tate the selection of a diet containing some fat. Diets 
providing 25 to 30% of the calories from fat, rather 
than the current 40 to 45% in the American diet, 
can still provide palatable meals for our accustomed 
tastes. 

The key points of nutritional common sense for 
better health generally, and most likely in regard to 
atherosclerosis specifically, consist of a balanced, 
varied diet which adjusts total calories to reach or 
maintain a desirable weight, and which provides less 
fat, more protein from lean meat, fish, poultry, and 
cereals, and a reasonable selection of fruits and vege- 
tables, as well as animal foods. 

The aforementioned conclusions obviously apply 
to the general population and not to patients or to 
individuals with a family history of early deaths from 
cardiovascular disease nor to those who are being fol- 
lowed up with some regularity by their physician. The 
newer concepts of nutrition readily suggest various 
types of diet therapy which may prove useful to 
certain patients. Investigative procedures of this type, 
together with continued basic research, will, in time, 
provide the facts upon which dietary recommendations 
may in the future be made to the public at large and 
which may help in lessening the prevalence of coronary 
thrombosis. 

References 


1. Society of Actuaries: Impairment Study, 1951, New York, 
Peter F. Mallon, Inc., 1954. 

2. Keys, A.: Deficiency of Essential Fatty Acids, Letters to 
the Editor, Lancet 1576-577 (April 28) 1956. 

3. Corcoran, A. C., and Rabinowitch, I. M.: Study of Blood 
Lipoids and Blood Protein in Canadian Eastern Arctic Eskimos, 
Biochem. J. 312343-348 (March) 1937. 

4. Kinsell, L. W., and others: Effect upon Serum Cholesterol 
and Phospholipids of Diets Containing Large Amounts of 
Vegetable Fat, J. Clin. Nutrition 1224-231 (March-April ) 
1953. 

5. Ahrens, E. H., Jr.; Blankenhorn, D. H.; and Tsaltas, T. T.: 
Effect on Human Serum Lipids of Substituting Plant for Animal 
Fat in Diet, Proc. Soc. Exper. Biol. & Med. 8@s872-878 ( Aug.- 
Sept.) 1954. 

6. Beveridge, J. M. R., and others: Effects of Certain Vege- 
table and Animal Fats on Plasma Lipids of Humans, abstracted, 
Circulation 102593, 1954. 

7. Bronte-Stewart, B.; Antonis, A.; Eales, L.; and Brock, 
J. F.: Effects of Feeding Different Fats on Serum-Cholesterol 
Level, Lancet 13521-526 ( April 28) 1956. 

8. Sinclair, H. M.: Deficiency of Essential Fatty Acids and 
Atherosclerosis, Etcetera, Letters to the Editor, Lancet 12381- 
383 (April 7) 1956. 

9. Schroeder, H. A.: Is. Atherosclerosis a Conditioned Pyri- 
doxal Deficiency? J. Chron. Dis. 2228-41 (July) 1955. 

10. Hartroft, W. S., and Thomas, W. A.: Pathological Le- 
sions Related to Disturbances of Fat and Cholesterol] Metabo- 
lism in Man, J. A. M. A. 1@431899-1905 (Aug. 24) 1957. 

11. Duguid, J. B.: Mural Thrombosis in Arteries, Brit. M 
Bull. 11336-38 (Jan.) 1955. Duguid, J. B.: Diet and Coronary 
Disease, Lancet 1:891-895 (May 1) 1954. 

12. Katz, L. N.; Stamler, J.; and Pick, R.: Nutrition and 
Atherosclerosis, Fed. Proc. 143885-893 (Sept.) 1956. 

13. McCann, M. B., and Trulson, M. F.: 
J. Am, Diet. A. 2358-365 (April) 1957 


2053 


Our Changing Diet, 


| | | 
| 
| 
| as | 
the : 
and | 
ant 
fat | 
ind 
ni- 
he lf 
50 
‘u- 
ts | | 
de | 
al 
a 
n, | 
d 1 
ita 
t | i 
| lif 
| 
ig 
| | 
| 
| 
ili 
i 
vol. 164, No. 18 — 


2052 


THE JOURNAL 


OF THE AMERICAN MEDICAL ASSOCIATION 
Edited Under the Direction of the Board of Trustees 


AUSTIN SMITH, M.D. 
. JOHNSON F. HAMMOND, M.D. 
. WAYNE G. BRANDSTADT, M.D. 
FREDERIC T. JUNG, M.D. 

EDWARD R. PINCKNEY, M.D. 
‘ . MILTON GOLIN 
. GEORGE HALPERIN, M.D. 
. CHARLES CHAPMAN 


Editor and Managing Publisher 
Associate Editor 


Assistant Editors . 


Assistant to the Editor 
Editor for Medical Literature Abstracts . 
News Editor 


Fifteen dollars per annum in advance 
“Medic, Chicago” 


Subscription price . 
Cable Address 


REVIVING THE SURVIVORS 


Each year an estimated 250,000 Americans become 
sufficiently disabled to require rehabilitation services. 
Along with our increased population and longevity, 
we see more congenital malformations, more chronic 
illnesses, and more crippling conditions from accidents. 
Yet there are at least two million physically handi- 
capped adults who could be rehabilitated to the point 
of gainful employment. 

That picture presents a staggering view of the fu- 
ture: Unless something is done about using the dis- 
abled, in the next generation there will be a drag of 
one chronically ill person, one physically handicapped 
person, or one unproductive oldster economically sad- 
dled upon every American worker who is able-bodied. 
Such a prospect creates a high priority challenge to 
management, labor, and government—to every think- 
ing citizen—because it foreshadows a socioeconomic 
crisis of first magnitude. It is an even sharper challenge 
to the medical community, because no amount of big 
spending or good intentions can enable the disabled to 
be useful and happy again unless comprehensive med- 
ical action and planning is called into play with the 
efforts of interested lay groups and individuals. 

It is precisely because rehabilitation demands such 
universal concern—the concern of all physicians—that 
the American Medical Association’s Board of Trustees 
last year established a committee drawn from five 
A. M. A. Councils: Industrial Health, Mental Health, 
Medical Physics, Medical Service, and Medical Educa- 
tion and Hospitals. This Committee on Rehabilitation 
is presenting its first report on page 2045 of this issue 
of THe JourNaL. It emphasizes that “every individual 
physician can and should assume responsibility for the 
rehabilitation of his patients” by directing them to 
the proper specialized medical and other services in 
the community. This, in turn, offers county medical 
societies the opportunity to perform another service 
for their members: Listing of the various medical, so- 
cial, and educational agencies which provide help to 
the disabled person within the community. 

The A. M. A. committee sees rehabilitation as a total 
problem requiring total participation of our culture’s 
diverse forces, including medicine, education, and so- 
ciology. But in this concept of totality, the committee 
goes on to say, “the physician should take the lead 
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and direct the rehabilitation team if the i: porta, 
traditional physician-patient relationship is to be maiy, 
tained and his patients are to receive all the benef 
total rehabilitation has to offer.” 

Indeed, there are great benefits, as evidenced by ¢, 
fective rehabilitation programs carried on by som, 
universities, businesses, foundations, and other jg. 
tutions—all via medical direction. The University o 
Minnesota's Rehabilitation Center, for example, use 
the resources of several hospitals, the graduate medic.) 
school, research laboratories, and Minneapolis-area jp. 
dustry to return, little by little in a comprehensive 
planned program, the disabled to self-sufficiency jy 
outlook, home life, and employment. Each new actiy. 
ity, mastered with medical supervision, becomes a part 
of the patient's much-needed independence when he 
ready to go home. 

Success also is being achieved by the Liberty Mp. 
tual Insurance Company in a cooperative hospital 
service and two rehabilitation centers in Chicago and 
Boston. Under the totality concept of rehabilitation 
every patient receives the benefit of correct medical 
diagnosis, early treatment, steady care by a team of 
rehabilitation experts, and follow-up help by voca- 
tional training specialists. The insurance compan) 
reported: “Costs of rehabilitation are more than 
matched by the dollar savings achieved. . . . [Our| 
philosophy is to go beyond treatment of the disability 
itself, to draw upon all of modern medicine’s vast re- 
sources .. . to the point of seeing the patient not onl 
healed but fully functioning in our society.” 

In Peoria, IIl., the Institute of Physical Medicine and 
Rehabilitation functions in two hospitals, where med- 
ical care, social service, speech therapy, psychological 
testing, and job placement are combined in facilities 
which formerly were available only in scattered big- 
city locations. 

Such a grasp of the nation’s rehabilitation prob- 
lem—an understanding, to begin with, that it is a 
many-faceted problem best solved in the home com- 
munity—is being made elsewhere in the United States. 
Exercised extensively with proper medical initiative, 
this grasp can help turn an enormously wasteful lia- 
bility into a total asset. It can enable our disabled not 
merely to survive but to revive. 

A study of disabled individuals rehabilitated through 
rehabilitation programs reveals that 80 to 85% of the 
rehabilitants continue to work, are in the same or a 
better job, and increase their earnings just as other 
workers do. Studies also have shown that handicapped 
workers are adaptable, productive, careful, regular, 
reliable, and capable. This pool of talent would go far 
to meet the increasing demands for skilled and un- 
skilled employees in American industry. In addition, 
it would mean savings in public assistance payments of 
hundreds of millions of dollars. Considering that it is 
now costing the public more than 500 million dollars 
annually to provide maintenance and medical care for 
the disabled through public assistance programs, this 
item is not insignificant for the taxpayer. Perhaps of 
greater importance, however, is the role which the re- 
habilitated person can assume as a_public-spirited 
citizen and as a happy employee. 
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20 and Two disturbing suggestions that could cloud the fu- 

tation, ture of voluntary health insurance in the United States 

nedical are getting strong support. They are the proposed So- 

eam of cial Security amendment to provide 60 days of free 

» voca- hospitalization for beneficiaries 65 years of age and 

mpan| over and the insistence of certain labor groups on 

~~ oe comprehensive coverage which will pay all medical 


[ Our! care bills. 


abilit Already the American Medical Association is on 
ant te. record as actively opposed to the 60-day-hospitaliza- 
st onh tion amendment. Like other recent Social Security 
amendments, the latest proposal is another in a line 
ioe of piecemeal steps toward government control of med- 
‘ed. icine. Although proclaimed as a measure to solve the 
ogical hospitalization problem for older folks, it is actually 
silities a political move to capture votes—quite naturally 
1 hie. planned for 1958, a congressional election year. 
| admit there is a problem of finding ways to pro- 
prob- vide voluntary health insurance for persons over 65. 
a Although thousands who reach age 65 may continue 
pam as members of medical care plans, some plans arbi- 
‘ern trarily drop older persons from the rolls and others 
ong reduce their benefits. Too, a few plans often refuse 
I lia enrollment to older people. Efforts, however, are being 
is made to resolve the issue. I believe there are some 
promising experiments in progress. For example, medi- 
nah cal societies and others are testing “over 65° contracts 
the and preretirement financing of health insurance for 
insured persons. 
=* Even though there are 118 million Americans cov- 
ther ered by some form of voluntary health insurance and 
ped 25% of the medical bills are paid from health insur- 
ilar, ance funds, we know new plans can be devised to 
) far cover more Americans and to offer needed benefits. 
un- The various experiments now in progress are testi- 
ion, mony to the desire of medicine and its allies to pro- 
s of vide the best possible plans for the individual. 
it is We are close to some excellent solutions to the 
lars problem of voluntary health insurance for the retired. 
for However, these plans could be nullified by a govern- 
his ment scheme of 60 days’ free hospitalization. If they 
of are, the whole structure of voluntary health insurance 
Py will be weakened and, I believe, will be in danger of 
re being “gobbled up” by new and greater extensions of 


the government into the health insurance field. 
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The other suggestion that could do_ irreparable 
damage to, or perhaps destroy, voluntary health in- 
surance is the insistence by some labor unions on full 
payment for complete medical care on an insurance 
basis. It is folly to think that insurance plans could 
pay all bills for all medical care of every insured in- 
dividual. Health insurance was never meant to relieve 
the insured person from any individual responsibility 
for financing his health care costs. It was meant to im- 
prove his ability to pay for medical care needed. 

Under the suggested full-payment scheme there 
would be no built-in controls on utilization, for the 
insured person would have no real interest in the bills 
he contracted. Consequently, the demand for benefits 
would be uncontrollable and costs would be infinite. 
It is my opinion that no one must expect of insurance 
those goals which are unrealistic. And full payment 
for all medical bills is unrealistic. 

Thus, I believe that the 60-day-free-hospitalization 
plan and the full-payment plan for all medical bills 
are undesirable proposals. They do not provide rea- 
sonable financing mechanisms for paying for health 
care costs. In the government proposal the financing 
mechanism is a direct step toward the socialization of 
our economy. 

In the labor suggestion the demands are so great 
as to make voluntary health insurance economically 
unsound. Thus, voluntary health insurance would ap- 
pear undesirable or unequal to the task, and the idea 
of complete government contro] of all health insurance 
thereby fostered. 

Medicine has a duty to oppose such unsound 
schemes. It has the great responsibilty of experiment- 
ing and encouraging as broad a coverage as possible 
within the limits of actuarial soundness. It also has 
the job of resisting demands of patients for unneces- 
sary hospitalization and treatment. 

No one is in a better position than the doctor to help 
the cause of voluntary health insurance, and to pro- 
mote better medical attention for more Americans 
while maintaining a free medical profession. If we fail 
to grasp this opportunity we will do the insurance in- 
dustry, our patients, and our profession a serious dis- 
service. 

Davw B. ALLMAN, M.D., Atlantic City, N. J. 
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ORGANIZATION SECTION 


FEDERAL MEDICAL LEGISLATION 
First Session, 85th Congress 


Public Health Training and Services 


Senator Humphrey (D., Minn.), in S. 2304, would 
“amend the Public Health Service Act to provide an 
emergency five-year program of grants and scholar- 
ships for post-graduate education in the field of public 
health.” He would authorize the appropriation of 1 
million dollars annually, for five years, for subsidies 
to maintain and increase enrollments in schools of 
public health. A school could receive 15% of the basic 
operating costs of graduate instruction plus $500 for 
each full-time student in excess of the average past 
enrollment, plus $500 for each student enrolled in 
excess of 30 students. He would authorize also the 
appropriation of 1 million dollars for five years for 
construction and equipment of schools of public health, 
but grants could not exceed 50% of the total cost. The 
bill also contains an authorization for $250,000 an- 
nually for scholarships for a period of six years. This 
bill was referred to the Committee on Labor and 
Public Welfare. 

Representative Rhodes (D., Pa.), in H. R. 6771, pro- 
poses to earmark, from funds already authorized, “an 
amount, not to exceed $1,000,000, to enable the 
Surgeon General to make grants-in-aid, under such 
terms and conditions as may be prescribed by regula- 
tions, for the support of public or nonprofit educa- 
tional institutions which provide comprehensive pro- 
fessional training, specialized consultative services, 
and technical assistance in the fields of public health 
and in the administration of State and local public 
health programs.” This measure was referred to the 
Interstate and Foreign Commerce Committee. 


Grades of Major General and Brigadier General 
in the Medical Corps 


Representative Durham (D., N. C.) has introduced, 
in H. R. 6801, a measure which would authorize the 
appointment of general officers in the Medical Service 
Corps, one of whom would be the chief of the Med- 
ical Service Corps, with the rank of major general. 
The appointment of two other major generals and two 
brigadier generals would also be authorized. This bill 
was referred to the Committee on Armed Services. 


Federal Aid for Medical Schools and Research 


Senator Smith (R., N. J.), for himself and Senator 
Purtell (R., Conn.), in S. 1917, and Representatives 
Harris (R., Ark.), in H. R. 6874, and Wolverton (R., 
N. J.), in H. R. 6875, have introduced identical meas- 
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ures which would amend the administration bil] {o, 
authorizations of federal funds for five years to aid 
in the construction of medical school facilities, The 
bill would also extend the federal aid program fo, 
construction of research facilities two additional year, 
Thus, the two programs would terminate at the sam, 
time. They would authorize the appropriation of , 
total of 225 million dollars over the five-year period 
Up to 30 million dollars of this would be used for the 
construction of dental teaching and research facilities 
Grants under this measure would not be given jf 
the building were to be a hospital, diagnostic or treat. 
ment center, rehabilitation facility, or nursing home. 
as defined in the Hill-Burton act. However, schools of 
osteopathy or public health would be eligible fo: 
grants in the same manner as schools of medicine and 
dentistry. The measure specifically states that neither 
the federal government nor any of its officials shall 
interfere with the personnel, curriculum, methods of 
instruction, or administration of any institution. A Na- 
tional Advisory Council established under the Health 
Research Facilities law would be advisory to the fed- 
eral government in the combined program. The House 
measures were referred to the Interstate and Foreign 
Commerce Committee. The Senate measure was re- 
ferred to the Labor and Public Welfare Committee. 
Senators Hill (D., Ala.), Kennedy (D., Mass.), Neely 
(D., W. Va.), Humphrey (D., Minn.), and Smathers 
(D., Fla.), have introduced, in S. 1922, a bill “to au- 
thorize a five-year program of grants for construction 
of medical and dental educational and research fa- 
cilities.” They would authorize the appropriation of 
60 million dollars annually with 52 million a year 
marked for medical schools and 8 million for dental 
schools. The federal contribution toward construc- 
tion could not exceed 50%, except in the case of exist- 
ing schools which agree to increase the freshman en- 
rollment 5% over the 1956-1957 freshman enrollment. 
In this case the federal grants could equal 66.6% for 
the cost of construction as for new schools. Schools 
of osteopathy would also be eligible for such grants. 
No grant or grants could be made to any one med- 
ical school in excess of 3 million. dollars or in excess 
of 1 million dollars for any one dental school. Up to 
20% of the amount of any grant for any construction 
could, at the discretion of the applicant, be allocated 
to permanent endowment for maintenance of the new 
facility. The bill provides for a Federal Council for 
Medical and Dental Educational Facilities to assist 
the surgeon general. This measure was referred to the 
Committee on Labor and Public Welfare. 
Representative Fogarty (D., R. I.) has introduced a 
similar bill, in H. R. 7841, except that the bill would 
authorize 45 million dollars annually for medical 
schools, 7 million for public health schools, and 8 
million for dental schools and would limit the federal 
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srants to 3 million dollars for any one medical school, 
| million dollars for a public health school, and 1 
million dollars for a dental school. This measure was 
referred to the Interstate and Foreign Commerce 


Committee. 
Trustees for Welfare Funds 


Senator Goldwater (R., Ariz.) proposes, in S. 1813, 
to amend the National Labor Relations act to require 
the appointment of three trustees for welfare funds 
for workers. One trustee would be named by the em- 
ployer and one by the employees. A third trustee 
would be appointed by the United States district court 
judge for the district where the fund has its principal 
office. An audit would have to be made by a certified 
public accountant and filed with the Securities Ex- 
change Commission and would also have to be open 
to public inspection. No officer or employee or mem- 
ber of the fund could borrow from the fund nor share 
in any commission or brokerage fee paid for insurance. 
The employer could make payments to a welfare fund 
of his employees only after he had received from each 
employee, on whose account deductions are to be 
made, a written assignment effective for not more than 
one year or the period of an applicable collective 
bargaining agreement. This measure was referred to 
the Committee on Labor and Public Welfare. 


Presumption of Service Connection for 
Convulsions and Meningitis 


Representative Granahan (D., Pa.), in H. R. 6984, 
proposes to amend the Veterans Regulations to pro- 
vide “that idiopathic convulsive seizures manifesting 
a 10 per centum degree of disability or more within 
six months from the date of separation from active 
service shall be conclusively presumed to have been 
incurred in or aggravated by active service.” 

Representative Teague (D., Texas), in H. R. 7573, 
would provide “that meningitis developing a 10 per 
centum or more degree of disability within one year 
after separation from active service shall be pre- 
sumed to be service connected.” Both measures were 
referred to the Veterans’ Affairs Committee. 


Water Pollution Control Act Amendments 


Representative Hiestand (R., Calif.), in H. R. 7156, 
has introduced a bill to amend the Water Pollution 
Control Act to repeal (1) that section which authorizes 
the federal government to make available 3 million 
dollars in grants to states for establishing and main- 
taining adequate measures for the prevention and con- 
trol of water pollution; and (2) that section under 
which the federal government would be authorized 
to make grants for water treatment plants up to a 
total of 500 million dollars over a period of 10 years. 
This measure was referred to the Committee on Public 
Works. 


Federal Advisory Council on Health 


Representative Wainwright (R., N. Y.), in H. R. 7171, 
and Senator Smith (R., N. J.), in S. 2293, have intro- 
duced similar measures based upon the recommenda- 
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tions of the Commission on Organization of the Execu- 
tive Branch of the Government. These measures would 
establish a Federal Advisory Council on Health “to 


evaluate and advise on reorganizing the conduct of | 


the several medical programs in respects necessary to 
achieve a maximum of economy and to eliminate du- 
plications of efforts and competition among the several 
departments and agencies.” The House measure was 
referred to the Interstate and Foreign Commerce 
Committee and the Senate bill to the Committee on 
Labor and Public Welfare. 


Health Insurance for Civilian Federal Employees 


Representative O'Hara (D., Ill.) has introduced, in 
H. R. 7581, an identical measure to that of Representa- 
tive Lesinski (D., Mich.), H. R. 753, and Representative 
Shelley (D., Calif.), H. R. 4700, previously reported. 
These bills would provide for withholding 50% of the 
cost of health insurance from the employee's salary. 
The federal government would contribute 50% of the 
cost. The government contribution would cease when 
the employee's salary payments cease. However, if an 
employee retires on an annuity with 15 years or more 
of service, or is retired for disability, the federal gov- 
ernment would pay the total cost of the plans. An ad- 
visory board of federal employees or employee repre- 
sentatives would advise the chairman of the Civil 
Service Commission of the administration on the pro- 
posed law. This bill was referred to the Committee 
on Post Office and Civil Service. 

Senator Scott (D., N. C.) has introduced, in $. 2357, 
a bill identical to H. R. 7034, by Representative Holi- 
field (D., Calif.), previously reported. This bill was 
drafted by the American Hospital Association. The 
cost of health insurance would be borne by the em- 
ployees and by the government for both basic and 
major medical coverage. Coverage would be voluntary 
on the part of the employees. The employees’ share 
would be paid through payroll deductions. The con- 
tribution of the federal government could not exceed 
$1 biweekly for an employee, or $2.50 biweekly for 
the employee and his dependents. The types of insur- 
ance from which the employee could choose would 
be (1) a plan for basic health benefits on a service 
basis and, if elected, major medical benefits as well 
through the same carrier; (2) basic benefits on an in- 
demnity basis and, if elected, major medical as well; 
(3) a group plan of hospital, surgical, or medical bene- 
fits or any combination of such services provided by a 
national association of federal employees; (4) a group 
practice prepayment plan approved by the Civil Serv- 
ice Commission. Employees retired after Dec. 31, 1957, 
receiving an annuity could enroll in the plan at the 
same charge as other employees in their locality. Sur- 
vivors of the employees could also elect coverage at 
the same rates. This bill was referred to the Post Office 
and Civil Service Committee. 

Senator Johnston (D., S. C.), for himself, and Senator 
Carlson (R., Kan.), in S. 2339, and Representative Rees 
(R., Kan.), in H. R. 8299, have introduced the admin- 
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istration’s bill to “provide federal contributions and 
authorize payroll deductions for prepaid health in- 
surance for federal employees and their dependents.” 
The insurance program would be a voluntary one 
with payroll deductions but employees must take both 
basic coverage and catastrophic or major medical cov- 
erage. The basic health insurance plan must (1) offer 
coverage at group rates; (2) must not discriminate be- 
cause of race, sex, or hazardous employment; (3) must 
accept enrollment regardless of age, or physical con- 
dition; (4) must not object to the federal employee 
being transferred from one agency to another; (5) 
must agree that an employee or his dependents shall 
have the right to continue coverage upon separation 
or retirement of the employee at rates not in excess 
of similar plans; (6) must furnish the employee a policy 
or certificate; (7) must not reduce benefits or increase 
premiums because of age; (8) must not exclude pay- 
ment of benefits for preexisting physical conditions, 
except pregnancy existing on the effective date of 
coverage. 

The major medical insurance would pay 75% of cov- 
ered hospital expenses after the first 70 days of hos- 
pitalization (the basic plan presumably would cover 
the first 70 days). Benefits would also include 75% of 
medical costs not covered by the basic plan after a 
$100 deductible payment by the employee. Benefits 
under major medical coverage would be limited to 
$5,000 in any one calendar year and $10,000 in a life- 
time. Federal employees 65 years of age and retired 
employees could continue their major medical insur- 
ance plans with or without basic health insurance, and 
the federal government would continue making con- 
tributions toward the major medical insurance but 
not the cost of basic coverage after retirement. The 
government contribution for basic health insurance 
would be one-third of the premium up to 50 cents 
biweekly for the employee or $1.50 for the employee 
and one or more dependents. For major medical cov- 
erage the government would contribute one-third or 
12% cents biweekly for single employees and 37% 
cents for employees with dependents. Both measures 
were referred to the Post Office and Civil Service 
Committee. 


Tax Deferment for Self-Employed 


Representative Latham (R., N. Y.), in H. R. 7675, 
proposes to amend the Internal Revenue Code so that 
taxpayers may deduct from adjusted gross income 
in calculating income tax the cost of retirement plans 
up to a maximum of 5% of such income or $3,000 
annually, whichever is less. Employed persons who 
are covered under a pension or profit-sharing plan 
could deduct only 2.5% of earned adjusted income or 
$3,000 annually, whichever is less. More liberal de- 
ductions are permitted for persons between 50 and 
70 years of age. Payments from the retirement fund 
could not be collected until the taxpayer attains 65 
years of age or unless he becomes totally and per- 
manently disabled prior to such age. 


J.A.M.A., Aug. 31, 1957 


Representatives Dooley (R., N. Y.), in H. R. 7868. 
Hemphill (D., S. C.), in H. R. 7874, and Flood (D., Pa.) 
have introduced measures identical to H. R. 9 by 
Jenkins (R., Ohio) and H. R. 10 by Keogh (D., N. y,). 
previously reported. These would permit the self- 
employed taxpayer to deduct from his adjusted gross 
income on account of retirement plan costs a maxi- 
mum of 10% of his net earnings or $5,000 annually. 
whichever is less, and could not exceed $100,000 dur- 
ing a taxpayer's lifetime. Between 50 and 70 years of 
age, an additional 10% could be deducted for each 
year over 50. Periodic payments made to the taxpayer 
from the fund after 65 years of age would be treated 
as ordinary income for tax purposes. For earlier take 
down or surrender for cash, an adjusted tax would be 
paid. All these measures were referred to the Ways 
and Means Committee. 


Public Assistance Amendments 


Representatives McGovern (D., S. D.), in H. R. 
7703, O'Hara (D., Ill.), in H. R. 7879, and Bowler 
(D., Ill.), in H. R. 7951, have introduced measures 
identical to a series of bills previously reported, 
amending the public assistance provisions of the Social 
Security Act to make more uniform state laws regard- 
ing standards of qualification for applicants and re- 
cipients of federal-state public assistance. The changes 
in the present law would be (1) make the age require- 
ments for old-age assistance recipients the same as 
that established for old-age beneficiaries of the social 
security “insurance” system, i. e., 62 years for women 
and 65 years for men; (2) allow aged and handicapped 
recipients to earn up to $50 per month and still draw 
maximum assistance benefits; (3) parents of needy 
children could earn up to $30 as could needy children 
(blind recipients are already permitted to earn $50 per 
month without penalty of reduction in assistance aid); 
(4) real property up to $5,000 could be owned without 
loss of assistance aid, nor would ownership of personal 
effects up to $1,200 and household furnishings and 
insurance policies up to $500 of value diminish assist- 
ance payments; (5) names of public assistance recipi- 
ents would be held confidential; (6) residence require- 
ments could not be imposed on any public assistance 
applicant providing he lived in the state for as long as 
one year. All the above measures were referred to 
the Ways and Means Committee. 


Hill-Burton Hospital Construction 


Representative Anderson (D., Mont.) proposes, in 
H. R. 8053, to authorize funds which are available for 
construction of Indian health facilities to be used to 
assist in the construction of community hospitals, 
which are defined to include diagnostic or treatment 
centers, and which also will serve Indians and non- 
Indians. The surgeon general of the Public Health 
Service could furnish federal funds for construction of 
that portion of a community health facility devoted to 
the care of Indians. The project sponsor would be re- 
quired to furnish its normal share as under the Hill- 
Burton program for that portion of the hospital or diag- 


nos 
Inc 
ne 
un 
to 
ca 
fe: 
de 
st: 
re 
R 
ir 
ti 
p 
a 
I 
( 
ae \ 


Vol. No. 18 


nostic or treatment center not devoted to the care of 
Indians. A diagnostic or treatment center is defined as 
“a facility for the diagnosis or diagnosis and treatment 
of ambulatory patients—(1) which is operated in con- 
nection with a hospital, or (2) in which patient care is 
under the professional supervision of persons licensed 
to practice medicine or surgery in the State, or, in the 
case of dental diagnosis or treatment, under the pro- 
fessional supervision of persons licensed to practice 
dentistry in the State.” 

This bill was written in the Department of Health, 
Education, and Welfare. It was referred to the Inter- 
state and Foreign Commerce Committee and promptly 
reported out favorably and passed by the House of 
Representatives. 

Representative Knutson (D., Minn.) has introduced, 
in H. R. 7741, a measure which would extend the 
Hospital Survey and Construction Act, for three addi- 
tional years through June 30, 1962. This bill is iden- 
tical to S. 1487 by Senator Humphrey (D., Minn.), 
previously reported. This measure was referred to the 
Interstate and Foreign Commerce Committee. 

Representative Neal (R., W. Va.), in H. R. 8026, 
would continue to make available funds for surveys 
and planning under the amended Hill-Burton Hospital 
Construction Act. This is to apply to the 1954 amend- 
ment authorizing grants for diagnostic or treatment 
centers, hospitals for the chronically ill, rehabilitation 
facilities, and nursing homes. Under the Neal bill they 
would be allowed two additional years through June 
30, 1959, to utilize the funds allotted to the states for 
such surveys and planning. The extension which was 
sought by this bill was accepted in part with the 
enactment of the appropriation bill for the Depart- 
ment of Health, Education, and Welfare. The provi- 
sion in the appropriation act, however, extended 
authorization for the states to utilize allocated but 
unspent funds until June 30, 1958. This measure was 
referred to the Committee on Appropriations. 


Agency for the Handicapped 


Representative Diggs (D., Mich.), in H. R. 7799, 
has introduced a measure which would establish a 
Federal Agency for the Handicapped to which would 
be transferred all the present functions of the Office of 
Vocational Rehabilitation from the Department of 
Health, Education, and Welfare and several of the 
functions of the Department of Labor. He would 
establish also a Division for the Handicapped in the 
United States Civil Service Commission to give as- 
sistance to handicapped persons in procuring federal 
employment, and would establish in the Department 
of Labor a Committee for the Training and Develop- 
ment of Placement Personnel. This bill was referred 
to the Committee on Education and Labor. 


Social Security 


Public Assistance for All Needy Persons.—Representa- 
tive Forand (D., R. I.), in H. R. 7831, would amend 
the Social Security Act to provide public assistance 
in the form of money payments or medical care to all 
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needy persons. The federal share would not be more 
than 80% of the total expenditures, depending upon 
the wealth, per capita, of each state. The secretary of 
the Department of Health, Education, and Welfare 
would be authorized to establish within the Social 
Security Administration an Office of Public Welfare 
to administer the program. 

Disability Benefits for Widows at Age 50.—Repre- 
sentative Shelley (D., Calif.), in H. R. 7834, would 
amend the Social Security Act to provide a widows’ 
insurance benefits to a disabled widow 50 years of 
age instead of 62 years as is now provided in this law. 
These measures were referred to the Committee on 
Ways and Means. 


Lobbying Act Amendment 


Senator McClellan (D., Ark.), for himself and Sena- 
tors Bridges (R., N. H.); Anderson (D., N. Mex.); 
Purtell (R., Conn.); Gore (D., Tenn.); Thye (R., Minn.); 
Kennedy (D., Mass.); and Goldwater (R., Ariz. ), has 
introduced, in S. 2191, a measure to amend the Leg- 
islative Reorganization Act of 1946, which requires 
the registration of lobbyists. The administration of the 
act would be by the comptroller general of the 
United States, who would receive the registrations 
and police activities of lobbyists and report violations 
to the United States Attorney General. The legislative 
persons subject to the Act are (a) legislative agents; 
(b) employers of legislative agents; and (c) persons 
or organizations who write to more than 1,000 per- 
sons asking them to communicate with Congress or 
make expenditures exceeding $50,000 in a year in 
presenting a program to the public, part of which is 
calculated to influence legislation. A legislative agent 
is defined as “any person who, for any consideration, 
is employed or retained to influence legislation, in 
person or through any other person, by means of 
direct communication.” The employer of a legislative 
agency who spends $300 or more in any calendar 
quarter to influence legislation must also register. 
This measure was referred to the Committee on Gov- 
ernment Operations. 

Representative Hyde (R., Md.), in H. R. 8346, has 
introduced a similar measure but it would broaden 
the term lobbying to include communication with 
officers and employees of Congress, as well as mem- 
bers of Congress. This measure was referred to the 
Judiciary Committee. 


Vocational Rehabilitation Act Amendment 


Senator Magnuson (D., Wash.), in S. 2254, and 
Representative Wright (D., Texas), in H. R. 8429, 
proposes to extend the authority for grants to states 
and public and nonprofit organizations and agencies 
for planning, preparing, and initiating a substantial 
nationwide expansion of vocational rehabilitation pro- 
grams in the states. This authority was to end June 30, 
1957, under the existing law. Representative Wright 
would extend it to June 30, 1958, and Senator Magnu- 
son would extend it indefinitely. The House measure 
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was referred to the Committee on Education and 
Labor and the Senate bill was referred to the Labor 
and Public Welfare Committee. 


Tax Deductions 


For Rest Home Care.—Representative Ashley (D., 
Ohio), in H. R. 8093, has introduced measure identical 
to S. 1275, introduced by Senators Murray and Mans- 
field, (D., Mont.), previously reported. They would 
allow in computing the income tax deduction from the 
adjusted gross income of “amounts paid for the insti- 
tutional care of a disabled person to be deducted as 
medical expenses. . . . The term ‘medical care’ also 
means amounts paid to an institution for the care 
(including board and lodging) and supervision of an 
individual who is disabled and who is in such institu- 
tion because of his need for continual personal atten- 
tion. For purposes of this paragraph, an individual 
shall be considered to be disabled only if he is unable 
to engage in any substantially gainful activity by 
reason of age or of any medically determinable physi- 
cal or mental impairment which can be expected to be 
of indefinite or long-continued duration.” 

Medical Expense Deduction.—Representative Wharton 
(R., N. Y.), in H. R. 8253, would amend the Internal 
Revenue Code “to remove the existing maximum 
limitations on the amount of the deduction for medical 
ir. expenses” and would permit the deduction of all 
medical expenses over 3% of the adjusted gross in- 
come in calculating income tax. Both measures were 
referred to the Ways and Means Committee. 


Food Additives 


Representative Teller (D., N. Y.), by H. Res. 273, 
would establish a select committee of 10 members of 
the House of Representatives “to conduct a full and 
complete investigation and study of the use of chemi- 
cals and other additives in food, medicine, and bever- 
ages, with a view to ascertaining what deleterious 
effects such chemicals and additives have on human 
life and health.” This bill was referred to the Rules 
Committee. 

Representative Harris (D., Ark.), in H. R. 8390, 
ome would amend “the federal Food, Drug, and Cosmetic 
33 Act to prohibit the use in food of additives which 
: have not been adequately tested to establish their 
safety. ... The pretesting data on such additives must 
have been fully submitted to the Secretary” for evalua- 
tion before the additive could be used. The use of 
the additive could then be stopped by court injunction. 

Representative Miller (R., Neb.) has introduced a 
similar measure, in H. R. 8112. Both measures were 
referred to the Interstate and Foreign Commerce 
Committee. 


we Longshoremen and Harbor Workers’ Compensation 
Act Amendment 


Senator Magnuson (D., Wash.) in S. 2400, would 
“amend the Longshoremen’s and Harbor Workers’ 
Compensation Act, so as to provide that an injured 
employee shall have the right to select his own phy- 
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sician.” This amendment is identical to H. R. 7303, 
introduced by Representative Roosevelt (D., Culif.) 
and reported previously in detail. The injured em. 
ployee could select the physician and hospital of his 
choice. However, if the employer believed that the 
care being rendered is not adequate, an application 
could be filed with the commissioner to obtain an 
order authorizing treatment by another physician. The 
employer could have the claimant examined by a 
physician of the employer’s choice. This measure was 
referred to the Committee on Labor and Public Wel- 
fare. 


Treaties and International Agreements 


Representative Mason (R., Ill.), in H. J. Res. 375, 
proposes an amendment to the Constitution relating 
the legal effect of treaties and international agree- 
ments. The essential provisions are “that no treaty 
shall have greater effect within the United States than 
if it were a law of the United States, and any inter- 
national agreement, other than a treaty, shall have 
effect within the United States only to the extent pro- 
vided by a law of the United States.” 

Executive agreements to become effective as do- 
mestic law would have to be implemented by a law 
passed by both branches of Congress. This bill was 
referred to the Judiciary Committee. 


JOURNAL INDEX 


The index to volume 164 of THE JouRNAL will appear 
in the Sept. 14 issue. Those who wish extra copies of 
the index may receive them, without charge, on re- 
quest to the Order Department, American Medical 
Association, 535 N. Dearborn St., Chicago 10. , 


COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


NOTES FROM THE COUNCIL 
Election of Officers 


Dr. Leland S. McKittrick was elected Chairman of 
the Council to succeed Dr. H. G. Weiskotten, who re- 
tired. Dr. James M. Faulkner was elected Vice-chair- 
man. 


Newly Approved Four-Year Medical Schools 


During the course of the academic year 1956-1957, 
the medical schools of the universities of Mississippi, 
Missouri, and Saskatchewan initiated full four-year 
educational programs. Survey of these institutions by 
the Council on Medical Education and Hospitals and 
the Association of American Medical Colleges resulted 
in their being granted approval. All three schools had 
previously offered and been approved for two-year 
programs in the basic medical sciences. 
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STRESS AND EXHAUSTION 


Edward L. Bortz, M.D., Philadelphia 


This is the second of a series of papers on various aspects of aging. Each paper has been pre- 
pared for the Committee on Aging by an authority in the field. When completed, the series will 


be published in booklet form. 


Resistance to disease becomes progressively less 
with increasing age. Older individuals are killed by 
diseases which would not have destroyed them when 
they were young. It has been stated by Alex Comfort 
that, had we throughout life the same resistance to 
stress and disease as we had at the age of 10, about 
half of us might expect to live approximately 700 
vears. The object of studying the changes that occur 
with aging is to find out why they occur and what can 
be done about them. 

Many of the changes which take place in the body 
and nervous system are susceptible of reasonably exact 
measurement. There is dispersion of energy with the 
passage of time. This results in structural and func- 
tional alterations which are the measure of rate of 
aging. When a tissue retains its ability to maintain 
optimum structure for function, the rate of physiologi- 
cal aging may be kept at a minimum. As toxic agents 
and adverse environmental influences bring about a 
lessening of the vitality of the tissues, the rate of aging 
is accelerated. 

The aphorism “adapt or perish” emphasizes Hans 
Selye’s suggestion that adaptability is the most dis- 
tinctive characteristic of human existence. Adaptation 
to stress is a gradual building up of resistance of the 
tissues to adverse factors. Loss of ability to adapt is 
an indication of aging. There are exquisite mechan- 
isms within the body whereby it is able to neutralize 
the various shocks. It can adapt to a wide variety of 
conditions. Under a normal healthy state of affairs, a 
minimum of wear and tear and deterioration of body 
tissues and function occurs. Insofar as an organ has 
adequate reserve, it can withstand ordinary assaults 
which would dissipate that reserve. Following the re- 
covery period in the adaptive process, the body 
reserve returns to normal. 

Selye ' reviews, in a recent article, the various con- 
cepts bearing on the syndrome which he identifies as 
the stress syndrome. He defines stress as a state mani- 
fested by a specific syndrome which consists of all the 
nonspecifically induced changes within the body. The 
stress syndrome has a specific form even though it is 
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nonspecifically induced. The syndrome affects the 
whole body while the local stress syndrome influences 
several units within a part. However, stress always 
manifests itself by a syndrome, that is, by the sum of 
the changes and not by any one particular change. It 
is essential to understand that a specific stimulus act- 
ing only on one organ usually causes a less marked 
stress response than a nonspecific agent which acts in 
many parts of the body. For example: Selye points out 
that exhaustive stimulation or even complete destruc- 
tion of a limited cell group is much less effective in 
causing a corticotropin (ACTH) discharge than is a 
moderate stimulation of a more extensive area. The 
magnitude of the stress manifestation, that is, the 
corticotropin discharge, appears to depend upon the 
sum of all the reactions which occur in the body at 
any one time. There must be a common pathway 
somewhere in response to stress. These facts are im- 
portant in understanding the reaction to long-contin- 
ued stress states which may produce eventual altera- 
tions in structure. 

Exhaustion may result from physical and emotional 
strain or from the innumerable vexations and torments 
of modern times. Identification of the most common 
causes that bring about exhaustion is helpful. These 
may be identified as the various illnesses, functional 
disturbances, organic diseases, abnormal mental atti- 
tudes, and many other conditions. It is important to 
realize that the body can neutralize the wasting of its 
reserve if given adequate assistance. 

The wear and tear reactions in the body are reflected 
in the variations of function which revolve around the 
pituitary-adrenal axis. For example, 17-ketosteroid 
output is lowered in chronic illness, a frequent experi- 
ence of the elderly. Recent physiological and biochem- 
ical tests that have been studied showed no essential 
differences in relation to stress between normal healthy 
youngsters and healthy older persons. In a number of 
conditions, such as infections and antigenic stimuli, the 
older individuals seem to show a more superior and 
efficient response to the stimulus than do the very 
young, especially those under 2 years of age. Mortality 
rates from circulatory and surgical procedures are 
about the same for good-risk patients regardless of 
their age. Growing old, of itself, need not impair the 
responses to the strains of modern existence. 

Each individual is endowed with an amazing margin 
of reserve at birth. Apparently this is specific for the 
individual. As yet, only the most crude methods are 
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available for studying the reserve of particular organs 
at the clinical level. However, conditions of physical 
sickness are now being observed, and methods are 
being tried in an endeavor to estimate the reserve of 
particular systems such as the pulmonary tract, the 
heart, the arterial system, and the nervous system. Ex- 
haustion, experimentally, of certain organs such as the 
pancreas can produce temporary disease. When the 
body, with the passage of time, is unable to completely 
renew its energy and heal injured tissues, the scar of 
the disease remains. This stigma may be of little con- 
sequence if it occurs in a part of the body that is not 
vital to continued existence. On the other hand, even 
a small clot in a blood vessel in a vital area of the 
heart or the brain stem might produce fatal outcome 
to a body that is in otherwise excellent condition. As 
long as the individual maintains good homeostasis and 
thereby is capable of meeting the day-to-day stresses 
and strains satisfactorily, aging per se has little, if any, 
influence on impairing stress responses. The diseases 
and deteriorations of tissues in older individuals em- 
barrass physiological responses and thereby set the 
stage for further structural damage. This is an im- 
portant point, for it emphasizes the necessity for main- 
taining good physical fitness as a factor for long life. 

In long-term illnesses, especially those in which con- 
siderable wear and tear of tissues occurs, with contin- 
ued stimulus of the pituitary-adrenal axis, the 17-ketos- 
teroid output is lowered. When the reserves of the 
body are extended in excess of energy replacement, 
the individual is living at a deficit. He is spending 
more of his basic vitality than he is renewing. At the 
particular moment in his life when the expenditure of 
tissue energy exceeds tissue repair, senescence has 
begun. The rate of senescence may be demonstrated 
very well experimentally. In animals, changes which 
resemble the degenerative alterations characteristic of 
old age may be produced in the organs by long-contin- 
ued stresses. The body responds in a nonspecific as 
well as in a specific manner to the various obnoxious 
agents such as infection, neoplasm, metabolic defi- 
ciency, or organ decompensation. Impulses arrive at 
the anterior pituitary axis through the hypothalamic 
nuclei and through the mediation of epinephrine. 
Next, the pituitary secretes the trophic hormones. 
Through this mechanism there is a shift in the balance 
of hormone production with a relative diminution of 
thyrotropic and gonadotropic hormones with an in- 
crease in the production in corticotropin. 

From the specific hormones of the adrenal glands, 
effects occur in practically every organ of the body. 
Tissue metabolism may be greatly altered. The blood 
sugar level may fall. An ulcer may develop somewhere 
in the gastrointestinal tract. Increased capillary per- 
meability may occur. According to the adaptation re- 
action of Selye, these are classified as the first or alarm 
reaction phase. In the so-called counter shock phase, 
a reversal of some of these effects may take place. 
Authorities agree on the changes which take place in 
the structure and function of organs with advancing 
age. There is a loss of fluid and an increased frequency 
of achlorhydria. Frequently there is a mild loss of 
glucose tolerance. However, the healthy older body 
must be much more carefully studied before it is con- 
demned to unhappy and deficit existence. 
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Since life entails a continual striving to attair, aims 
it is impossible to conceive of living without stres. 
The objectives of an ambitious individual arc op) 
obtained by strong drive with the expenditire of 
energy. Without some commitment of this kind there 
can be no stress. For many authorities the terms stress \LA 
strain, and striving are practically identical. Withoy: 


motive there is no effort, without effort there is po rei 
strain, and without strain there is no stress. Stress jm. a : 
plies combat—combat with oneself against some tend- et 
ency or habit or against some circumstances in general — 
The time of stress may be short or long; the outcome " 
may be unsuccessful. As a rule, the individual is aware a 
of the stress. The stress itself is not so important as C; i 
the depletion of energy leading to exhaustion. The * 
problem then is simplified by consideration of mainte- ”) 
nance of adequate organic reserve that may be physi- _ 
cal or mental. Antistress factors then take on a new co! 
significance. Rab 
Fatigue, like stress, is a many-sided experience, one ies 
for which an adequate definition has not been stated. tour 
Fatigue refers to the condition of a body weakened der. 
by prolonged stress. This may set the stage for many yeal 
clinical syndromes. The majority of these are referable wes 
to the circulation, the digestive tract, and the central as i 
nervous system. Definite changes in the physiochemi- nec 
cal pattern of the blood may frequently be discovered. 
Fatigue is subjective; the patient has difficulty in per- FL 
formance. There is a drag and increasing unwillingness Stal 
on the heart, the brain, and the nervous system to re- cial 
spond to demand. A tired person is unlikely to have C 
any enthusiasm about anything. When he is enthusi- nis, 
astic the fatigue disappears. Weariness and boredom Mi 
in oldsters are invited by lack of motivation. Personal Ga 
attitudes take on significances as motivation reflecting Ir., 
a sense of values. This becomes more and more im- Da 
portant with advancing years. A 
Conditions which produce stress and fatigue leading 
to exhaustion are now being studied. Their reflection IL 
in the various constituents of the blood and tissue | 
fluids is becoming known. Protective nutrition, anxiety- ye 
resolving devices, and specific motivation are basic he 
essentials. These are now generally accepted. Margins “ 
of reserve for each individual may be recreated that he 
will grant him longer life and, perhaps, a more enjoy- “ 


able one. Improved living conditions, which are the 
attributes of a society highly sensitive to social re- C} 
sponsibility in the atomic era, are capable of bringing ‘ 


about a deeper measure of enjoyable existence. ,* 

In resisting the useless expenditure of energy, man’s i 
fight with time is his greatest battle. In that battle, his | 
emotional life—the surplus of hope over despair, of ye 
love over indifference, of motive over resignation—is Bt 
highly important. As Helton’ points out, it is not a th 
fight for the duration of the body so much as it is a tc 
fight for the duration of the capacity for happiness. " 
One can be too busy and too active in the process of \ 
maturing to be annoyed by the deteriorations of aging. h 


Purposeful activity up to the limits of physiological 
and mental optimum represents the most potent factor 
in the fight against premature human deterioration. 
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MEDICAL NEWS 


4LABAMA 

State Medical Election.—The Medical Association of 
the State of Alabama has installed the following offi 
cers; Dr. John A. Martin, Montgomery, president; Dr. 
Edgar G. Givhan Jr., Birmingham, president-elect; 
Drs. Hugh E. Gray, Anniston; Samuel W, Windham, 
Dothan; William D. Anderson, Tuscaloosa; and Everett 
|. Strandell, Brewton, vice-presidents; Dr. Douglas L. 
Cannon, Montgomery, secretary-treasurer; and Mr. W. 
\, Dozier Jr., Montgomery, executive-secretary, 


CONNECTICUT 

Rabies in Animal.—Connecticut’s first instance of ra- 
hies since 1949 was reported when a rabid skunk was 
found in New Canaan near the New York State bor- 
der. It was reported that rabies in foxes has for several 
years been a problem in neighboring New York state, 
west of the Hudson River, which heretofore served 
as a natural barrier presumably in protecting Con- 
necticut foxes. 


FLORIDA 

State Medical Election.—The Florida Medical Asso- 
ciation has installed the following officers: Dr. William 
C. Roberts, Panama City, president; Dr. Jere W. An- 
nis, Lakeland, president-elect; Dr. Ralph W. Jack, 
Miami, first vice-president; Dr. Walter E. Murphree, 
Gainesville, second vice-president; Dr, James T. Cook 
|r, Marianna, third vice-president; Dr. Samuel M. 
Day, Jacksonville, secretary-treasurer; and Dr. Shaler 
A. Richardson, Jacksonville, editor. 


ILLINOIS 

Personal.—Dr. Andrew J. Toman, medical superintend- 
ent of the Bridewell for 20 years, has been named 
health officer of Berwyn succeeding Dr. Nicholas 
Frankovelgia, who resigned after serving as Berwyn 
health chief since 1954. Dr. Toman served at the 
Bridewell from 1932 to 1952 and from 1953 until his 
present appointment. He was medical director of the 
Chicago plant of Armour & Co.——Dr. Elvin L. Seder- 
lin, formerly of Helena, Mont., has been appointed 
director of the Adams County Department of Health. 
He previously served as director of the local health 
services for the Montana State Board of Health. Before 
going to Montana, Dr. Sederlin served as director of 
the DuPage County Health Department.——Dr. Thorn- 
ton A. Davis, Skokie, has been named president of the 
medical staff of the Ravenswood Hospital, Chicago. 


Mobile Emergency Hospitals.—A mobile emergency 
hospital caravan, sponsored by the Illinois Depart- 
ment of Public Welfare in cooperation with the IlIli- 
nois Civil Defense Agency, has had its premiere show- 


Physicians are invited to send to this department items of news 


ot general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


ing at the Illinois State Fair, Springfield. The mobile 
emergency hospital contains a representative portion 
of all equipment and facilities for a complete 200-bed 
civil defense emergency hospital. For display pur- 
poses, the hospital is transported in a caravan of two 
trucks and one passenger car for personnel. 

The Federal Civil Defense Administration, through 
the Illinois Civil Defense Agency, has allocated 132 
complete 200-bed hospitals to Ilinois. These hospital 
units are stored in sealed boxes, 16 of them at public 
welfare institutions. The boxes are to be opened only 
in the event of an emergency. The mobile emergency 
hospital may be displayed in only 2,500 square feet 
of space, yet show all essential elements, The caravan 
display unit will be used for training purposes at 
meetings of local civil defense groups, medical and 
nursing societies. 

The Illinois Department of Public Welfare is re- 
sponsible for developing and training a staff of volun- 
teers to operate a complete 200-bed hospital should 
a major disaster occur anywhere in Illinois. Dr. Fred- 
erick Plotke, chief, Illinois Public Health Service, will 
coordinate the emergency hospital project with fed- 
eral and state civil defense agencies, the Ilinois Pub- 
lic Aid Commission, Illinois State Medical Society, 
American Red Cross, Illinois National Guard, and the 
other medical and nursing groups. 


Chicago 

Society News.—The officers of the Chicago Society of 
Allergy for 1957-1958 are: Dr. Norman J. Ehrlich, 
president; Dr, Harold C. Wagner, president-elect; 
and Dr. Israel A. Fond, secretary-treasurer. 


Dr. Dickinson Goes to Seattle.—Dr. Robert H. Dickin- 
son has been appointed medical director of the Pinel 
Foundation Hospital, Seattle. He was formerly pro- 
fessor of psychiatry and coordinator of clinical serv- 
ices at the University of Chicago School of Medicine. 
Dr. Dickinson will assume his new duties in Septem- 
ber succeeding Dr. Stanley Jackson who is entering 
private practice. 


Personal.—Dr. Aldo A. Luisada, director, division of 
cardiology, Chicago Medical School, was invited by 
the heart associations of five South American countries 
to make a lecture tour commencing Aug. 15 and con- 
tinuing through Sept. 25. The countries concerned 
are Peru, Chile, Argentina, Uruguay, and Brazil. 
Twenty-two lectures will be given in the following 
cities: Lima, Santiago, Buenos Aires, Rosario, Monte- 
video, San Paolo, and Rio de Janeiro. 


KANSAS 

University News.—Dr. Charles M. Poser has been giv- 
en the rank of assistant professor of neurology and will 
form a new “Section of Experimental Neurology” with- 
in the department of medicine at Kansas University 
Medical School, Lawrence. Dr. Poser will continue 
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to be in charge of the electroencephalogram labora- 
tory and will continue his work at the Veterans Ad- 
ministration Hospital, Winfield State Training School, 
and the Osawatomie State Hospital. 


University Society of Internists.—The initial meeting 
of the Kansas University Society of Internists was 
held June 15. During the past year this organization 
was formed for the purpose of maintaining contacts 
between the past and present resident physicians in 
the department of medicine. Plans call for the society 
to meet annually for an informal breakfast reunion 
and the Ralph H. Major Lecture. Guest of honor at 
the first breakfast meeting was Dr. Paul Dudley White, 
Boston, who delivered the fourth Major lectureship. 


Continue Polio Study.—Studies of the invading effect 
of different strains of polio virus will be continued 
at Kansas University Medical School under a grant 
of $104,170 from the National Foundation for Infan- 
tile Paralysis. The work will be directed by Dr. Herb- 
ert A. Wenner, research professor of pediatrics. Asso- 
ciates are Dr. Italo Archetti, associate professor of 
virus research, and Dr. George R. Dubes, assistant 
professor of pediatrics. Part of the work will be di- 
rected toward investigating sites of virus multiplica- 
tion in the body and the moving of virus during an in- 
fection. Under a separate grant from the foundation, 
Dr. Wenner and associates are preparing antisera to 
Coxsackie and Echo viruses. The antisera are shipped 
to laboratories in the United States and foreign coun- 
tries, where they are used by research teams studying 
these new viruses. 


KENTUCKY 


Society News.—Dr. Robert W. Robertson, Paducah, 
was recently elected president of the Kentucky Surgi- 
cal Society. Dr. George H. Rodman, Greenville, was 
named vice-president and Dr. Charles M. Bernhard, 
Louisville, is secretary-treasurer. 


LOUISIANA 

Society News.—The Radiological Society of Louisiana 
has elected the following officers: president, Dr. 
Matthew R. Green, Ruston; vice-president, Dr. Joseph 
T. Brierre, New Orleans; and secretary-treasurer, Dr. 
Seymour Ochsner, New Orleans. 


MAINE 


Personal.—Dr. Adam P. Leighton, Portland, has been 
reappointed a member of the State of Maine Board 
of Registration of Medicine for another term of six 
years, and is continuing as secretary. This is his 43rd 
year as member and secretary of the board. 


Society News.—At a recent meeting of the Maine 
Radiological Society the following officers were elect- 
ed: president, Dr. John T. Konecki, Lewiston; vice- 
president, Dr. Irving L. Selvage Jr., Portland; 
secretary-treasurer, Dr. Francis J. O'Connor, Augusta. 


MARYLAND 


Dr. Dyke Goes te Maryland.—Dr. Lester M. Dyke has 
been appointed to direct the University of Maryland 
student health service. Dr. Dyke, currently director of 
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the health services and professor of hygiene at the 
University of Illinois, Chicago, and medical directo; 
of the University Retirement System of Illinois 
served with the United States Army Medical Corp, 
for 26 years. He retired in 1946 with the rank of colo. 
nel. He will replace Dr. Harry A. Bishop, who wil] 
retire from the position he has held since September. 
1948. 


MISSOURI 


Personal.—Dr. Willard M. Allen, head, department of 
obstetrics and gynecology, Washington University, St. 
Louis, received an honorary degree of doctor of science 
at the University of Rochester, N. Y., recently. 


State Medical Election.—The Missouri State Medica] 
Association has installed the following officers: Dr. 
Walter S. Sewell, Springfield, president; Dr. W. F. 
Francka, Hannibal, president-elect; Dr. M. Pinson 
Neal, Columbia, Dr. Paul R. Whitener, Florissant, and 
Dr. Joseph G. Webster, Kansas City, vice-presidents: 
Dr. Edward Bohrer, Jefferson City, secretary; and Dr. 
Jerome I. Simon, St. Louis, treasurer, 


NEW JERSEY 


New Building for Psychiatric Institute—The new 
building at the New Jersey Neuro-Psychiatric Institute, 
Princeton, which was dedicated recently is named aft- 
er Dr. Edward A. Strecker, emeritus professor of psy- 
chiatry, University of Pennsylvania who has served 


The Edward A. Strecker building at the New Jersey Neuro- 
Psychiatric Institute, Princeton. 


as consultant for the Pennsylvania hospitals and con- 
sultant for the Army Air Force, and who has been ap- 
pointed as the first professor of psychiatry at the 
Seton Hall College of Medicine and Dentistry, Jersey 
City. The Edward A. Strecker Building will serve as 
an admissions office, an initial diagnostic unit for in- 
patient services, and as an adjunct to community 
services at the Neuro-Psychiatric Institute, Acoustical 
ceilings have been used throughout the building. The 
total cost was $216,600. 


NEW YORK 


Dr. Rioch to Give Salmon Lectures.—The Salmon 
Committee on Psychiatry and Mental Hygiene has an- 
nounced that this year’s Thomas William Salmon Lec- 
tures will be given by Dr. David McK. Rioch, director. 
division of neuropsychiatry, Walter Reed Army Insti- 
tute of Research, Washington, D. C. Dr. Rioch will 
speak on “Research in Psychiatry: Certain Problems 
and Developments in Multi-Disciplinary Studies” at 
4:30 and 8:30 p. m. Nov. 21, at Hosack Hall of the 
New York Academy of Medicine. 
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t the \Ibany Guild Formed.—Catholic physicians of the Dio- 
€ctor ose of Albany met at the College of Saint Rose at the 
inois, avitation of William A, Scully, Bishop of Albany, to 
JOrps ‘ym a guild of Catholic physicians to be known as 
Colo- the Saint Luke’s Guild of the Diocese of Albany. The 
wil ssembled doctors approved a constitution which had 
aber, been prepared by a committee headed by Drs. Clem- 


ent J. Handron, of Troy, John Filippone, of Albany, 
and Hugh Leahy, of Albany. Officers of the newly 
formed Saint Luke’s Guild, an affiliate of the National 


it of Federation of Catholic Physicians Guild, elected for 
, St. the coming year are: Dr. Arthur J. Wallingford, of 
nce \lbany, president; Dr. Clement J. Handron, of Troy, 


vice-president; Dr. George L. Marthy, of Albany, sec- 
retary; Dr. William N. Saint-John, of Glens Falls, 


ical treasurer. One of the purposes of the guild will be to 
D P offer programs in fields allied to religion and medicine. 
son New Hospital Signalling System.—An appropriation of 
ind $25,000 by the New York Community Trust will be 
ats: used by the Memorial Center for Cancer and Allied 
Dr. Diseases to replace its present signalling system by a 


silent process that will send out selectively a radio 
impulse to any one of a maximum of 450 receivers 
carried by personnel of the institution. The signal will 
be heard only by the individual to whom it is directed. 


te. The area covered will include the group of buildings 
ft. comprising the center. 

ye Under the projected arrangement, a radio wave 
ad emanating from the hospital’s telephone. room will 


trigger a “beep beep” in the receiver carried by the 
person for whom the communication is intended. This 
will direct him to the nearest telephone to obtain his 

message from the operator. 
Initial installation of 134 receivers will permit the 
discontinuance of an estimated 83% of the 1250 aver- 
| age daily pages made over the present audible sys- 


tem. The eliminated calls will include all regular 
audible paging during the night hours, from 10 p. m. 
to 7 a.m. 


NORTH CAROLINA 
. Expansion of Pediatric Ward.—Memorial Hospital at 
the University of North Carolina, Chapel Hill, has be- 
come the recipient of a grant of $22,000 from the Tri- 
Sigma national social sorority for expansion of the 
. space and facilities for crippled and sick children in 
| the pediatrics ward. The expanded area will be named 
for the Robbie Page Memorial and will make possible 
an advanced therapy program. The grant will be met 
by matching funds from the. North Carolina. Medical 
Care Commission. A U-shaped outside terrace in the 
ward will be enclosed and the existing small play 
room walls removed in the process of reconstruction to 
produce a large play area, called a “common room.” 
Space for the therapy techniques, observation room, 
interview rooms, and other facilities will be available 
to aid in the children’s treatment. The reconstruction 
will add a net space of 1800 square feet to the therapy 
area. The Memorial Fund was established in honor of 
Robbie who died of polio in 1951. Robbie was the son 
of Mr. and Mrs, Robertson Page of Douglaston, N. Y. 
\Irs. Page was national sorority president at the time. 
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OHIO 

George Morris Curtis Lectureship.—A George Morris 
Curtis Lectureship has been established at the Ohio 
State University Health Center “in recognition of Dr 
Curtis’ leadership in the field of surgery.” The lecture 
to be given annually, is the culmination of the desire 
of many of Dr. Curtis’ former students and associates 
to establish permanent tribute to him. Members of the 
division of thoracic surgery have made available a nu- 
cleus of $2,500 to establish the lectureship. Selection 
of speakers will be made by a committee consisting of 
the dean of the College of Medicine, the chairman 
of the department of surgery, the chief of the division 
of thoracic surgery, and the secretary of the lecture- 
ship fund. Tentative arrangements have been made 
to present the first lecture in October. 


Convert Children’s Home to Hospital.—Opportunity 
Home for Crippled Children, Toledo, is being con- 
verted into a hospital for the treatment of acute chil- 
dren's diseases. The transformation, costing about 
$100,000, to be completed in about six months, will 
provide 62 pediatric beds and 18 convalescent beds. 
The hospital will continue its rehabilitation and con- 
valescent program for children with crippling diseases. 
Reason for the change to a complete hospital is the 
decline in the need for convalescent bed care for 
children, The east wing will be occupied by the new 
pediatric department and will be utilized for chronic 
convalescent care. The cerebral palsy clinic, with its: 
occupational, speech and physical therapy depart- 
ments, will be moved to the second floor along with 
the laboratory and medical records room. The x-ray 
department, now occupying the section to become 
surgery, will be transferred to the west wing, where 
additional facilities wil] provide for an emergency 
room, ambulance entrance, waiting room, doctors’ 
room, and dietician’s office. 


SOUTH CAROLINA 

Society News.—The South Carolina Society of Anes- 
thesiologists has elected the tollowing officers: presi- 
dent, Dr. John Doerr, Charleston; vice-president, Dr. 
James L. Duncan, Spartanburg; and __ secretary- 
treasurer, Dr. J. Ray Ivester, Charleston. 


TEXAS 

Society News.—Texas Industrial Medical Association 
has elected the following officers: Dr. Robert J. Potts, 
Dallas, president; Dr. Wendall H. Hamrick, Houston, 
president-elect; Dr. Max E. Johnson, Austin, vice- 
president; and Dr. Robert A. Wise, Houston, secre- 
tary-treasurer.——Dr. Margaret Watkins, Dallas, was 
recently elected president of the Texas Orthopedic 
Association. Other officers are Dr. Duncan McKeever, 
Houston, vice-president; Dr. B. C. Halley Jr., Fort 
Worth, secretary-treasurer; and Dr. Edmund Cowart, 
Houston, 1958 program chairman. 


Research in Psoriasis.—The department of dermatol- 
ogy, Baylor University College of Medicine, Houston, 
has announced an annual award of $1,000 for research 
on psoriasis. Results of the research must have been 


| 
| ; 
| 
ig 
i 
il 
tm 
ig 
» 


2064 MEDICAL NEWS 


presented before a dermatological medical society or 
published in a recognized medical journal during the 
calendar year. The name of any applicant for the 
award, together with supporting data, should be sub- 
mitted for consideration by Dec. 31 of the same year. 
The recipient will be determined by a committee com- 
posed of Drs. Marcus R. Caro, Edward P. Cawley, 
Arthur C. Curtis, Eugene M. Farber, John M. Knox. 
Aaron B. Lerner, and Car] T. Nelson. For information 
write Dr. John M. Knox, Department of Dermatology. 
Baylor University, College of Medicine. Houston 25, 
Texas, 


VERMONT 


University News.—Approval of the establishment of 
separate departments of pediatrics and radiology, 
formerly having been divisions of the departments of 
medicine and surgery, respectively, at the University 
of Vermont College of Medicine, Burlington, begin- 
ning July 1, has been announced. 


WEST VIRGINIA 


Postgraduate Institute.—The second Postgraduate In- 

stitute, sponsored jointly by the Eastern Panhandle 

Medical Society and the West Virginia Chapter of the 

American Academy of General Practice, will be held 

at the Shenandoah Hotel, in Martinsburg, Sept. 21-22 

The general session includes the following topics and 

speakers: 

Rationality and Irrationality in Antibiotic Mixtures, Dr. Count 
D. Gibson, associate professor of medicine, Medical College 
of Virginia, Richmond. 

Management of Pulmonary Emphysema: Physiologic Basis and 
Practical Considerations, Dr. John B. Hickam, associate pro- 
fessor of medicine, Duke University, Durham, N. C, 

Cholesterol—And Vascular Disease, Dr. John H. Hodges, assist- 
ant professor of medicine, Jefferson Medical College, Phila- 
delphia. 

Pharmacologic Horizons—An Avalanche of New Drugs, John 
C. Krantz Jr., Ph.D., head, department of pharmacology, 
University of Maryland, Baltimore. 

Peripheral Vascular Disease—Diagnosis and Treatment, Dr. 
Louis M. Krause, professor of clinical medicine, University of 
Maryland, Baltimore. 


Three separate sessions have been arranged for 
Sept. 22: pediatrics, obstetrics, gynecology. Applica- 
tion has been made for a credit of nine hours in cate- 
gory I for academy members. Information may be ob- 


tained from Dr. Halvard Wangee, General Chairman, 
Box 175, Shepherdstown, W. Va. 


GENERAL 


Muscular Dystrophy Grants.—Recent allocations total- 
ing $134,280.96 to support research in muscular dys- 
trophy have been made by Muscular Dystrophy Asso- 
ciations of America, Inc., for scientific studies. Of this 
sum, $26,460 was appropriated for a new research 
project and $107,820.96 for renewed or additional aid 
for 12 studies already under way. The new grant-in-aid 
for research at the University of Pittsburgh is to Dr. 
Thaddeus S. Danowski, professor of research medi- 
cine, for “muscular dystrophy studies.” An additional 
$2,000 grant supplements the present research being 
conducted by Dr. Gilbert H. Glaser at Yale University 
School of Medicine, New Haven, Conn., where a 
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renewal grant of $7,610.36 has been made to Melvin \ 
Simpson, Ph.D. Addition il grants-'n-aid for continy. 
scientific studies have been renewed at the Univers: 
of Wisconsin Medical School, Madison, $11,988. Ha 
vard University Medical School, Cambridge, \{,. 
$4,860; University of Illinois College of Medicine, (}y, 
cago, $6,987.60; University hg Rochester Schoo] ¢ 
Medicine and Dentistry, ! i. Y., $16, 135; University ¢ 

California Medical Center, “Bi ‘Angeles, $13,400; Weg. 
ern Reserve University, Cleveland, $7,452; Universi 
of Oklahoma School of Medicine and University Hy. 
pitals, Oklahoma City, $7,074; Columbia Universis 
College of Physicians and Surgeons, New York City 
$12,474 and $3,240 (two grants ); New York Universis 
Washington Square College of Arts and Science, Ney 
York City, $14,600. 


Prevalence of Poliomyelitis.—According to the 
tional Office of Vital Statistics, the following numbe; 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 


Aug. 3, 1957 Aug. 4 


Paralytic Total Tots! 
Area Type Cases Cases 
New England States 
1 2 5 
Middle Atlantic States 
7 0 
Central States 
West North Central States 
South Atlantic States 
East South Central States 
West South Central States 
Mountain States 
2 4 4 
Pacific States 
5 33 104 
Territories and Possessions 
77 303 758 
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personal.—In recognition “of accomplishments in Pan 
mericat! fellowship and public health, and in appre- 
tion of their long service to the organization” hon- 
ry membership certificates were presented by the 
ryited States—Mexico Border Public Health Asso- 
ition to the following: Dr. Donald Davey, assistant 
irector, division of local health services, California 
De partment of Public Health; Dr. Fred L. Soper, di- 
ctor, Pan American Sanitary Bureau, Washington, 
». C.; Dr. Ignacio Morones Prietom secretario, Secre- 
»ria de Salubridad y Asistencia Mexico, D. F. Mexico; 
Dr. Manuel E, Pesqueira, sub-secretario, Secretaria de 
Salubridad y Asistencia, Mexico, D. F. 


\llergy Foundation Awards.—The American Founda- 
“ion for Allergic Diseases has announced awards of 
$50 quarterly or summer scholarships to 20 medical 
tudents from approved medical schools throughout 
the United States and Canada to encourage young 
students to broaden their knowledge in the field of 
the allergic diseases by research and clinical training. 
These awards were made possible by a grant to the 
foundation by the Gustavus and Louise Pfeiffer Re- 
search Foundation. 

The students selected were nominated by the deans 
of their respective medical schools in collaboration 
with the heads of basic science departments at these 
institutions. The awards were made by the board of 
trustees of the foundation on recommendation of its 
Scientific and Educational Council. The purpose of 
the awards is to expose the student to experience in the 
hasic sciences related to allergy and to broaden the 
application of this knowledge through clinical experi- 
ence. The American Foundation for Allergic Diseases, 
with headquarters at 801 Second Ave., New York 
City, was established late in 1953, not only to promote 
medical education and research in the field of allergic 
diseases, but also to expand public education in this 
area. 


Surgeons Meeting in Chicago.—The 22nd annual 

congress of the United States and Canadian Sections 

of the International College of Surgeons will be held 

Sept. 8-12 in the Palmer House, Chicago. The program 

includes the following symposiums: Injuries of the 

Lumbar Spine, Eye Muscles, and Lacrimal Apparatus. 

Foreign speakers include Dr. A. K. Saha, Calcutta, 

India; Dr. John Charnley, Manchester, England; Dr. 

Jesus V. Tamesis, Manila, Phillippines; and Dr. Ronald 

Jarman, London. Panel discussions include the follow- 

ing topics and moderators: 

Myringoplasty and Tympanoplasty for the Improvement of 
Hearing in Non-Otosclerotic Conductive Losses, Dr. George 
Shambaugh Jr., Chicago. 

Poliomyelitis and the Role of the Otolaryngologist in Its Man- 
agement, Dr. George A. Saxton Jr., Chicago. 

Tumors of the External Ear, Glomus Tumors, Acoustic 
Neuromas, Dr. John Lindsay, Chicago. 


\ special symposium to be conducted Sept. 12, will 
consider the medical problems of the Navy, par- 
ticularly those arising out of the atomic age. Besides 
a general assembly there will be section programs in 
the following: Coloproctologic surgery, neurosurgery, 
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obstetrics-gynecology, occupational surgery, ophthal- 
mology-otolaryngology, orthopedic surgery, plastic 
and reconstructive surgery, and urologic surgery. For 
information write Dr. Ross T. McIntire, Executive 


Director, International College of Surgeons, 1516 Lake 


Shore Drive, Chicago 10. 


Obstetricians and Gynecologists Meet.—The 65th an- 
nual meeting of the American Association of Obstetri- 


cians and Gynecologists will be held Sept. 5-7 at the 

Homestead, Hot Springs, Va. The presidential ad- 

dress will be given by Dr. F. Bayard Carter, Durham, 

N. C. and the Joseph Price Oration Sept. 5 by Dr. 

Magnus Haines, chief of pathology, Chelsea Hospital 

for Women, University of London School of Medi- 

cine. The prize thesis of the American Association 
of Obstetricians and Gynecologists Foundation, Inc., 
will be given by Dr. Harry §. McGaughey Jr. on “The 

Placental Transfer in Normal and Toxic Gestation.” 

The program includes the following topics to be given 

by invited speakers: 

Closure of the Incompetent Cervix During Pregnancy, Dr, Robert 
H. Barter, George Washington University School of Medicine, 
Washington, D. C. 

Microscopic Anatomy of the Fetal Membranes, Dr. David N. 
Danforth, Evanston, 

Cervical Stump Carcinoma, Dr. Robert N. Creadick, Duke Uni- 
versity School of Medicine, Durham, N. C. 

Conservation of Ovarian Tissue at Radical Surgery for Carcinoma 
of the Cervix, Dr. Milton L. McCall, Louisiana State Uniyer- 
sity School of Medicine, New Orleans, La. 

The Team Approach in Endometrial and Cervical Neoplasia, Dr. 
John A, Wall, Texas Medical Center, Houston, Texas. 


A motion picture session is scheduled for the after- 
noon of Sept. 5 at which Mr. John Howkins, Mr. Keith 
Vartan and Mr. Alistair Gunn, Gynaecological Trav- 
ellers of Great Britain and Ireland, will make presen- 
tations. The banquet will be held the evening of Sept. 
6. For information write Dr. E. Stewart Taylor, 4200 
E. Ninth Ave., Denver 20, Colo. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 


Arizona:* Examination and Reciprocity. Phoenix, Oct. 16-18. 
Exec. Sec., Mr. Robert Carpenter, 826 Security Bldg., Phoenix 

ARKANSAS:*® Examination and Reciprocity. Little Rock, Nov. 7. 
Sec., Dr. Joe Verser, Harrisburg. 

CALIFORNIA: Written Examination. Sacramento, Oct. 21-24. Oral 
Examination. San Francisco, Nov. 16, Oral and Clinical for 
Foreign Graduates. San Francisco, Nov. 17. Sec., Dr. Louis E 
Jones, 1020 N St., Sacramento 14. 

Co.orapo:* Reciprocity. Denver, Oct. 8. Examination, Denver, 
Dec. 3-4. Exec. Sec., Mrs. Beulah H. Hudgens, 715 Republic 
Bldg., Denver 2. 

Connecticut:* Examination. Hartford, Nov. 12-14. Sec., Dr 
Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
pathic, Examination, Derby, Sept. 10. Sec., Dr. Donald A 
Davis, Derby. 
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DeLawakE: Examination. Dover, Jan. 14-16. Reciprocity. Dover, 
Jan. 23. Dr. Joseph S. McDaniel, Professional Bldg., Dover. 


District or Cotumsia:* Reciprocity. Washington, Sept. 9. 
Examination, Washington, Nov. 12-13. Deputy Director, Mr. 
Paul Foley, 1740 Massachusetts Ave., N.W., Washington, 


Fiormwa:* Examination. Miami, Nov. 24-26. Sec., Dr. Homer L. 
Pearson, 901 N.W. 17th St., Miami 36. 


Georcia: Examination. Atlanta, Oct. 8-9. Reciprocity. Atlanta, 
Oct. 10. Sec., Mr. Cecil L. Clifton, 111 State Capitol, At- 
lanta 3. 


IpaHo: Examination and Reciprocity. Boise, Jan. 13-15, Ex. Sec., 
Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 


Kentucky: Examination. Louisville, Dec. 9-11. Sec., Dr. Russell 
E. Teague, 620 South Third St., Louisville 2. 


Maine: Examination, Portland, Nov. 12-14, Reciprocity. Port- 
land, Nov. 12. Sec., Dr. Adam P. Leighton, 192 State St., 
Portland. 


MaryYLAND: Reciprocity. Baltimore, September. Examination. 
Baltimore, Dec. 10-13. Sec., Dr. Frank K. Morris, 1211 Cathe- 
dral St., Baltimore. 


MASSACHUSETTS: Examination. Boston, Jan. 14-17. Sec., Dr. 
Robert C. Cochrane, 37 State House, Boston. 


MicuicaNn:* Examination, Lansing, Oct. 9-11. Exec. Sec., Dr. 
E. C. Swanson, 118 Stevens T. Mason Bldg., Lansing 8. 


MinNEsoTA:*® Examination and Reciprocity. Minneapolis, Oct. 
15-17. Sec., Dr. F. H. Magney, 230 Lowry Medical Arts Bldg., 
St. Paul 2. 


Mississippi: Reciprocity. Jackson, December. Examination. Jack- 
son, June. Asst. Sec., Dr. R. N. Whitfield, Old Capitol, Jack- 
son 113. 


Montana: Examination and Reciprocity. Helena, Oct. 1-2. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 


NesrASKA:* Examination. Omaha, June. Sec., Mr. Husted K. 
Watson, Room 1009, State Capitol Bldg., Lincoln 9. 


Nevapa:® Examination and Reciprocity. Reno, Sept. 3. Sec., Dr. 
George H. Ross, 112 North Curry St., Carson City. 


New Hampsuire: Examination and Reciprocity. Concord, Sept. 
11-13. Sec., Dr. John S. Wheeler, 107 State House, Concord. 


New Jersey: Examination. Trenton, Oct. 15-18, Sec., Dr. Patrick 
H. Corrigan, 28 W. State St., Trenton. 


New Mexico:® Examination and Reciprocity. Santa Fe, Nov. 
18-19. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., Santa 
Fe. 


New York: Examination. Albany, Buffalo, New York and Syra- 
cuse, Dec. 10-13. Sec., Dr. Stiles D. Ezell, 23 South Pear! St., 
Albany 7. 


Nortu Carouina: Endorsement. Morehead City, Oct. 12. Asst. 
Sec., Mrs. Louise J. McNeill, 716 Professional Bldg., Raleigh. 


NortH Dakota: Examination. Grand Forks, Jan. 9-12. Reci- 
procity. Grand Forks, Jan. 12. Sec., Dr. C. J. Glaspel, Grafton. 


Oun10: Endorsement. Columbus, Oct. 1. Examination. Columbus, 
Dec. 17-19. Sec., Dr. H. M. Platter, 21 W. Broad St., Colum- 
bus 15. 


OKLAHOMA: Examination. Oklahoma City, Dec. 14-15. Sec., 
Dr. E. L. Lester, 813 Braniff Bldg., Oklahoma City. 


Orecon:* Reciprocity and Endorsement. Portland, Oct. 3-5. 
Examination. Portland, January. Exec. Sec., Mr. Howard I. 
Bobbitt, 609 Failing Bldg., Portland. 

Ruove Istanp:* Examination. Providence, Oct. 3-4. Adminis- 


trator of Professional Regulation, Mr. Thomas B. Casey, 366 
State Office Bldg., Providence. 


SoutH Caro.ina: Examination. Columbia, Dec. 10. Sec., Dr. 
H. E. Jarvey, Jr., 1329 Blanding St., Columbia. 
Sout Daxora:* Examination. Sioux Falls, Jan, 21-22, Exec. 


Sec., Mr. John C. Foster, 300 First National Bank Bldg., 
Sioux Falls. 


TENNESSEE:*® Examination. Memphis, Sept. 25-26. Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 


*Basic Science Certificate required. 
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Texas:° Examination and Reciprocity. Fort Wort! Dec. =- 
Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg. F 
Worth 2. 


Utan: Examination. Salt Lake City, July 9-11, Director. \, 
Frank E. Lees, 324 State Capitol Bldg., Salt Lak City | 
Vircinia: Reciprocity. Richmond, Dec. 4. Examination, Rich. 
mond, Dec. 5-7. Address: Office of the Secretary, 63] Fin. 
St., S.W., Roanoke. 


Wasuincton:* Examination, Seattle, Jan. 13-15. Sec. 
Thomas A. Carter, Capitol Bldg., Olympia. 


West Vircinia: Reciprocity. Charleston, Oct. 7. Examinatiyy 
Charleston, January. Sec., Dr. Newman H. Dyer, State Of, 
Bldg., No. 3, Charleston 5. 

Wisconsin:* Reciprocity. Madison, Oct. 18. Examinatiyy 
Madison, January, Sec., Dr. Thomas W. Tormey, Jr, |}4 
State Office Bldg., Madison. 


Wyominc: Examination and Reciprocity. Cheyenne, Sept. 3 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenp, 


ALasKA:* On application in Anchorage and Juneau. Sec., D; 
W. M. Whitehead, 172 South Franklin St., Juneau. 


Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana 


Hawan: Examination. Honolulu, Jan, 13-14. Sec., Dr, I, | 
Tilden, 1020 Kapiolani St., Honolulu. 


Puerto Rico: Examination. San Juan, September 4. Sec., \; 
Joaquin Mercado Cruz, Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arizona: Examination. Tucson, Sept. 17. Reciprocity. Tucson, 
Sept. 19. Sec., Mr. Herman E. Bateman, University of Ar- 
zona, Tucson. 


ARKANSAS: Examination. Little Rock, Oct. 7-8. Sec., Mr. S.C 
Dellinger, Zoology Department, University of Arkansas, Fay- 
etteville. 


Cotorapo: Examination and Reciprocity. Denver, Sept. 4-5. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 
Connecticut: Examination. New Haven, Oct. 12. Exec. Asst., 
Mrs. Regina G. Brown, 258 Bradley St., New Haven 10. 
District or CotumsBia: Examination. Washington, Oct. 21-22. 


Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. W., Washington, D. C. 


FLorma: Examination. Gainesville, Nov. 9. Sec., Mr. M. W. 
Emmel, Box 340, University of Florida, Gainesville. 

Iowa: Examination and Reciprocity. Des Moines, Oct. 8. Sec. 
Dr. Elmer W. Hertel, Waverly. 

MicuiGaN: Reciprocity. Ann Arbor, Sept. 7. Examination. Ann 
Arbor and Detroit, Oct. 11-12. Sec., Mrs. Anne Baker, 116 
Stevens T. Mason Bldg., West Michigan Ave., Lansing. 

Minnesota: Examination. Minneapolis, Oct. 1-2. Sec., Dr 
Raymond N. Bieter, 105 Millard Hall, University of Minne- 
sota, Minneapolis 14. 

Nevapa: Examination. Reno, Sept. 3. Sec., Dr. Donald G. 
Cooney, Box 9005, University Station, Reno. 

New Mexico: Reciprocity. Santa Fe, Sept. 29. Examination. 


Santa Fe, Oct. 20. Sec., Mrs. Marguerite Cantrell, Box 1522, 
Santa Fe. 


OKLAHOMA: Examination. Oklahoma City, Sept. 27-28. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Orecon: Examination. Portland, Sept. 7. Sec., Dr. Earl M. 
Pallett, University of Oregon, Eugene. 

Sourn Daxora: Examination. Vermillion, Dec. 6-7. Sec., Dr. 
Gregg M. Evans, 310 E. 15th St., Yankton. 

TENNESSEE: Examination. Memphis, Sept. 25-26. Sec., Dr. 
O. W. Hyman, 62 South Dunlap St., Memphis 3. 

Texas: Examination. Austin, October. Chief Clerk, Miss Peat! 
A. Barrera, 407 Perry-Brooks Bldg., Austin. 


Wisconsin: Examination. Madison, Sept. 20 and Milwaukee, 
Dec. 7. Sec., Mr. William H. Barber, 621 Ransom St., Ripon. 
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DEATHS 


ponaldson, Walter Foster * Bakerstown, Pa.; born in 
gridgeville Sept. 13, 1873; Northwestern University 
\fedical School, Chicago, 1898; president of the Med- 
-al Society of the State of Pennsylvania in 1917 and 
later became secretary, serving until 1944, when he 

vas elected secretary-treasurer, an office to which he 
was subsequently reelected until 1952, when he re- 
red; past-president and director of the Allegheny 
County Medical Society; member of the Council on 
\edical Education and Hospitals of the American 
\edical Association from 1924 to 1931, a member of 
its Judicial Council from 1931 to 1956, and its House 
of Delegates from 1923 to 1948; on the faculty of the 
University of Pittsburgh School of Me ‘dicine from 
1921 to 1934; served as medical director and president 
of the Standard Life Insurance Company of America; 
fellow of the American College of Physicians; member 
of the Pittsburgh Academy of Medicine and Nu Sigma 
Nu; secretary of the Pennsylvania Committee on 
\fedical Preparedness for National Defense during 
World War II; member of the National Health Pro- 
cram, Federal Conference Committee from 1938 to 
1940; chairman, committee on war participation from 
1942 to 1945; formerly on the staffs of the South Side 
Hospital, Presbyterian Hospital, and the Woman's 
Hospital in Pittsburgh; served as chairman of the 
health committee of the Pittsburgh Chamber of Com- 
merce; editor of the Pittsburgh Medical Bulletin from 
1928 to 1947; served as editor of the Pennsylvania 
Medical Journal; died June 26, aged 83. 


Hammond, Roland * Providence, R. I.; born in Bel- 
lingham, Mass., July 29, 1875; Harvard Medical School, 
Boston, 1902; specialist certified by the American 
Board of Orthopaedic Surgery; past-president of the 
Rhode Island Medical Society; member of the Amer- 
ican Orthopaedic Association, of which he was former- 
ly vice-president, and the American Academy of 
Orthopaedic Surgeons; fellow of the American Col- 
lege of Surgeons; member of the House of Delegates 
of the American Medical Association from 1924 to 
1928. from 1930 to 1933, and 1937-1938; veteran of 
World War I; consultant at the Newport (R. I.) Hos- 
pital, Memorial Hospital, Pawtucket, Westerly (R. I.) 
Hospital, South County Hospital in Wakefield, and 
Roger Williams General, St. Joseph’s, Miriam, Rhode 
Island, Providence Lying-In, and Charles V. Chapin 
hospitals; died in the Jane Brown Hospital June 11, 
aged 81, of cerebral thrombosis. 


Place, Edwin Hemphill * Francestown, N. H.; born 
in Milton, Wis., Sept. 29, 1880; Harvard Medical 
School, Boston, 1904; member of the Massachusetts 
Medical Society; for many years practiced in Boston, 
where he was on the faculty of his alma mater, Tufts 

College Medical School, and the Massachusetts Insti- 
tute of Technology; at one time member of the board 
of health of Boston; for many years associated with 
the Boston City Hospital; served as consultant in con- 
tagious diseases at the Emerson Hospital in Concord, 


* Indicates Member of the American Medical Association. 


Newton ( Mass.) Hospital and Massachusetts Eve and 
Ear Infirmary, Massachusetts General, Faulkner, Boston 
Floating, Massachusetts Memorial, and the Boston 
State hospitals in Boston; died June 17, aged 76, of 
bronchopneumonia and arteriosclerosis 


Seay, Thomas Waller * Spencer, N. C.; born in Spot 
sylvania, Va., Sept. 5, 1894; University of Maryland 
Schoo! of Medicine and College of Physicians and 
Surgeons, Baltimore, 1921; charter member of the 
American Academy of General Practice; veteran of 
World War I; served on the Spencer draft board dur- 
ing World War Il; chairman of the East Spencer 
school board for six years, and for four vears county 
coroner; past-president of the Rowan-—Davie Counties 
Medical Society; in 1949 named “practitioner of the 
year” for North Carolina; associated with the Rowan 
Memorial Hospital in Salisbury, where he was chief 
of staff; member and _ past-president of the Kiwanis 
Club; on the staff of the Rowan Memorial Hospital in 
Salisbury; died May 20, aged 62, of heart disease. 


Smith, Edward Milton Jr., Commander, U. S. Navy, 
Norfolk, Va.; born in Baltimore May 10, 1922; Univer- 
sity of Maryland School of Medicine and College of 
Physicians and Surgeons, Baltimore, 1946, — 
a lieutenant (jg) in the Medical Corps of the Naval 
Reserve on March 6, 1946; reported for active “duty 
on July 10, 1947; accepted an appointment in the reg- 
ular Navy on Dec. 30, 1947; assigned duty under 
instruction in public health at the Johns Hopkins Uni- 
versity School of Hygiene and Public Health, Balti. 
more on Aug. 21, 1954; on completion of this course 
was ordered to the Navy's Preventive Medicine Unit 
+2 at Norfolk, Va., as officer in ch: urge, serving in that 
capacity at the time of his death May 13, aged 35, of 
injuries received in an automobile accident. 


Westerhoff, Peter De Tilius, Midland Park, N. J. 
Long Island College Hospital, Brooklyn, 1924; for- 
merly on the faculty of Columbia University College 
of Physicians and Surgeons, New York City; member 
of the American Academy of Ophthalmology and 
Otolaryngology; specialist certified by the American 
Board of Otolaryngology; served as mayor; veteran 
of World Wars I and Il; member of the. staff, St. 
Joseph's Hospital, Paterson; died June 21, aged 60, 
of myocardial infarction. 


Berzins, Hugo Arnolds * Columbus, Ohio; Latvijas 
Universitate Medicinas Fakultate, Riga, Latvia, 1930; 
member of the Mercy Hospital, where he died June 5 
aged 60, of myocardial infarction. 


Crane, Percy Radcliffe, Levittown, N. Y.; Long Island 
College Hospital, Brooklyn, 1906; for many years con- 
nected with the New York City Department of Health, 
died in Meadowbrook Hospital, Hempstead, June 22, 


aged 72. 

Cunningham, Modie Ezra, Lafayette Hill, Pa.; Birm- 
ingham Medical College, Birmingham, Ala., 1900; 
veteran of the Spanish-American War and World 
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War I; died in the Montgomery Hospital, Norristown, 
June 24, aged 79, of cerebral vascular accident and 
cerebral thrombosis. 


Eurit, Deering Heaston, Argyle, Wis.; Indiana Uni- 
versity School of Medicine, Indianapolis, 1921; died 


June 26, aged 68. 


Feeley, Matilda Anne, San Francisco; Cooper Medical 
College, San Francisco, 1907; an associate member of 
the American Medical Association; died in the Notre 
Dame Hospital April 23, aged 79, of arteriosclerotic 
cardiovascular disease. 


Fellman, George Harry * Milwaukee; Rush Medical 
College, Chicago, 1897; past-president of the Medical 
Society of Milwaukee County and the Milwaukee 
Pediatric Society; a founder member of the American 
Academy of Pediatrics; at one time professor of pedi- 
atrics at the Milwaukee Medical College; served on 
the staffs of the Milwaukee, Milwaukee Children’s, 
and the Evangelical Deaconess hospitals; died May 
28, aged 85, of coronary occlusion. 


Fikany, Ethel Maria, Albuquerque, N. M.; Rush Med- 
ical College, Chicago, 1926; died in Good Samaritan 
Hospital, Phoenix, Ariz., June 14, aged 65, of heart 
failure. 


Foley, Charles Joseph * Havre de Grace, Md.; Uni- 
versity of Maryland School of Medicine and College 
of Physicians and Surgeons, Baltimore, 1921; fellow of 
the American College of Surgeons; formerly vice-presi- 
dent of the Medical and Chirurgical Faculty of Mary- 
land; on the staff of the Harford Memorial Hospital; 
a director of the Citizens National Bank and the Cash 
Loan Company; died in the Mercy Hospital, Balti- 
more, June 26, aged 61. 


Forbes, Neil Morton Jr. ® Laurel, Miss.; University of 
Tennessee College of Medicine, Memphis, 1941; vet- 
eran of World War IT and was awarded the Silver Star 
for gallantry in action Feb. 16, 1945, without regard 
for his own personal safety, constantly exposed him- 
self to heavy enemy fire to care for the wounded; died 
in Birmingham, Ala., May 26, aged 40. 


Garber, Erwin Cleveland ® Dunkirk, Ind.; Ohio Med- 
ical University, Columbus, 1905; served as city health 
officer and county coroner; surgeon for the Pennsyl- 
vania Railroad; a director of the First State Bank; on 
the staffs of the Ball Memorial Hospital in Muncie 
and the Jay County Memorial Hospital in Portland, 
where he died May 28, aged 75, of uremia and auric- 
ular fibrillation. 


Gordon, Louis E., Van Nuys, Calif.; Rush Medical 
College, Chicago, 1897; died in the Cedars of Lebanon 
Hospital, Los Angeles, June 19, aged 81, of brain 
tumor. 


Griffith, Wilbert E. ® Yatesboro, Pa.; College of Phy- 
sicians and Surgeons, Baltimore, 1908; died in Rich- 
mond, Va., May 27, aged 71, of coronary arterio- 
sclerosis. 


Hardy, Thomas Griffin, Farmville, Va.; Medical Col- 
lege of Virginia, Richmond, 1914; member of the 
Medical Society of Virginia; fellow of the American 


J.A.M.A., Aug. 31, 


College of Surgeons; past-president of the Fourth py. 
trict Medical Society; formerly member of the sty, 
board of medical examiners; served with the Brig 
and American armies during World War 1; for may, 
vears associated with the Southside Community Ho, 
pital; died June 24, aged 66. 


Hartstein, Edward, Forest Hills, N. Y.; Universit, 
Leipzig Medizinische Fakultaét, Saxony, Germay) 
1936; member of the Medical Society of State of Ney 
York; veteran of World War II; died March 17, aged 
46, of coronary occlusion. 


Harvey, Frederick Charles, Spokane, Wash.; \{cGjj 
University Faculty of Medicine, Montreal, Que 
Canada, 1897; specialist certified by the America 
Board of Ophthalmology; member of the emerity 
staff, Sacred Heart Hospital; died in St. Luke's Hos. 
pital May 23, aged 85, of cardiovascular accident. 


Hays, Henry Cornwell, Bonner Springs, Kan.; Medica! 
College of Ohio, Cincinnati, 1892; veteran of the 
Spanish-American War; for many years member 
the school board; first president of the Rotary Club 
of which he was a charter member; died in Kansas 
City, Mo., June 19, aged 89, of cancer of the prostate 


Hecker, Charles Henry, Palo Alto, Calif.; Washington 
University School of Medicine, St. Louis, 1911; veteran 
of World War I; served on the staff of the Veterans 
Administration Hospital; died June 10, aged 82. 


Herrmann, Francis Joseph, Logansport, Ind.; Bellevue 
Hospital Medical College, New York City, 1897; died 
in St. Joseph Hospital June 4, aged 81. 


Hochfeld, Leo, New York City; University of Mary- 
land School of Medicine and College of Physicians 
and Surgeons, Baltimore, 1937; member of the Med- 
ical Society of the State of New York, the American 
College of Allergists, and the American Society of 
Clinical Pathologists; on the staffs of Morrisania, Beth 
David, and Lebanon hospitals; died June 30, aged 5), 
of Hodgkin’s disease. 


Hoffmann, Bernhard Theodore ® Glendora, Calif. 
Chicage College of Medicine and Surgery, 1912; for- 
merly practiced in Chicago, where he was on the staff 
of the Grant Hospital; died July 6, aged 83. 


Jones, John E., Evans Mills, N. Y.; University of Buf- 
falo School of Medicine, 1896; served as health officer, 
a member of the board of education, and a member 
of the village board; died in Utica June 22, aged 85, of 
coronary insufficiency and cerebral hemorrhage. 


Kelly, John Vincent ® St. Paul; Milwaukee Medical 
College, 1911; member of the staffs of St. Joseph’s and 
St. Luke’s hospitals; died June 20, aged 74, of hyper- 
tension and valvular heart disease. 


Kinney, Leslie Theron * Norwich, N. Y.; Syracuse 
University College of Medicine, 1927; county coroner; 
served as city health officer, school physician, and 
physician for the county welfare department; a mem- 
ber of the staff of the Chenango Memorial Hospital; 
died in the Binghamton (N. Y.) City Hospital June 25. 
aged 54. 
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\icCarty, Eugene Miller ® Rumford, Maine; Medical 
<-hool of Maine, Portland, 1900; fellow of the Amer- 
an College of Surgeons; died May 3, aged 82, of 
urteriosclerotic heart disease. 


rth Di. 
he Stats 
Britis 
T Man 
WY Hos McGugan, Arthur, Denver; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 
42, an associate member of the American Medical 


rmar \sociation; veteran of World War 1; died May 28, 
86, of cerebral thrombosis and arteriosclerosis. 
» aged HR \ycIntire. Fred Joseph Jr. * Marblehead, Mass.; New 


York University College of Medicine, 1943; specialist 
vrtified by the American Board of Otolaryngology; 


. veteran Of World War II; on the staffs of the Mas- 
erica sachusetts: Eye and Ear Infirmary in Boston, nion 
eritns Hospital in Lynn, and the Lynn (Mass.) Hospital, 
Hos. where he died June 18, aged 42, of cancer. 

\icLaughlin, Charles William Washington, Iowa; 
adical State University of Iowa College of Medicine, lowa 
f the City, 1896; member of the honorary staff, W ashington 
er of ME county Hospital, where he died May 26, aged 87, of 
Club uremia. 

ANsas McLean, William Joseph, Santa Monica, Calif.; Tulane 
state University School of Medicine, New Orleans, 1916; 
ton died June 4, aged 63, of a heart attack. 

eral McMahon, Curtman, Springfield, IIl.; St. Louis Col- 
‘Tans lege of Physicians and Surgeons, 1907; died May 30, 


aged 71. 
vue Martin, Harry Bond * Harrold, S. D.; Northwestern 
died University Medical School, Chicago, 1908; died May 
25, aged 72. 
ary Millhoff, William Clarence Dimmick, Clayton, N. M.; 


ians Harvard Medical School, Boston, 1918; died May 28, 
led- aged 64, of coronary occlusion. 


a Ming, Charles Morris ® Okmulgee, Okla.; Washing- 
oth ton University School of Medicine, St. Louis, 1910; 
5() specialist certified by the American Board of Ra- 
diology; member of the Radiological Society of North 
America and the American College of Radiology; died 

if.: in Tulsa May 27, aged 68. 
: Minteer, James Frank, Butler, Pa.; Western Pennsyl- 


vania Medical College, Pittsburgh, 1901; died in 
Worthington April 20, aged 83, of pulmonary em- 
if. bolism. 


r, Mintzer, George Seltzer, Philadelphia; Medico-Chi- 

er rurgical College of Philadelphia, 1899; an associate 

of member of the American Medical Association; veteran 
of the Spanish-American War and World War I; 

r served on the staff of the Methodist Hospital; died 

| June 11, aged 79, of carcinoma. 

7 Morgan, John William Henry * Rose Hill, Va.; Uni- 


versity of Virginia Department of Medicine, Char- 
lottesville, 1943; interned at the Ohio Valley General 
° £ Hospital; died May 30, aged 40. 


| Morgau, William Earle, Aberdeen, Wash.; University 
of Oregon Medical School, Portland, 1943; member of 
the Washington State Medical Association; fellow of 
the American College of Surgeons; veteran of World 
War II; died May 31, aged 39, of coronary occlusion. 
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Muehleck, George Ernest * New York City; Columbia 
University College of Physicians and Surgeons, New 
York City, 1918; assistant clinical professor of surgery 
at New York University College of Medicine, for 
many vears associated with the Lenox Hill Hospital, 
died June 6, aged 63. 


Palmer, Clarence Bruckner * Covington, Ga.. Emory 
University School of Medicine, Atlanta, 1929, vice- 
councilor of the Medical Association of Georgia, vet- 
eran of World War Il; member of the staff of the 
Piedmont Hospital in Atlanta and Newton County 
Hospital; died June 3, aged 51, of myocardial infare- 
tion, and nephrolithiasis. 


Parkinson, Vernon Matthew, Dolgeville, N. Y.; Uni- 
versitv and Bellevue Hospital Medical College, New 
York City, 1912: an associate member of the American 
Medical Association; past-president of the Herkimer 
County Medical Society; served as medical superin- 
tendent of the Montgomery Sanitarium in Amsterdam 
and the Pine Crest Sanatorium in Salisbury Center; 
director of the First National Bank of Dolgeville; died 
May 30, aged 68, of carcinoma of the sigmoid. 


Parson, Willard Sigsbee * Baltimore; Medical College 
of Virginia, Richmond, 1924; member of the American 
Academy of General Practice; vice-president of the 
American Academy of General Practice of Maryland; 
veteran of World War I; associated with Bon Secours 
Hospital and St. Agnes Hospital, where he died June 
3, aged 59, of uremia and gastrointestinal hemorrhage. 
Petrie, Scott T.. Chicago; Harvey Medical College. 
Chicago, 1904; died in St. Mary of Nazareth Hospital 
May 13, aged 82, of cancer. 

Pettie, Foster Blodgett, Corona, N. Y.; Howard Uni- 
versity College of Medicine, Washington, D. C., 1926, 
died in the Queen’s General Hospital, Jamaica, June 
13, aged 58. 


Phillips, Harry Boyd, Rochester, N. Y.; University of 
Buffalo School of Medicine, 1915; died June 2, aged 
65, of cancer of the prostate. 


Pilosi, Edward Mario * Jamaica, N. Y.; St. Louis Uni- 
versity School of Medicine, 1934; served on the staff 
of the Queens General Hospital; died June 10, aged 
49, of acute coronary occlusion. 


Pratt, Robert Boyd * Bellefontaine, Ohio; Jefferson 
Medical College of Philadelphia, 1910; member of the 
founders group of the American Board of Surgery; 
veteran of World War I and was decorated by the 
French government with the Croix de Guerre, past- 
president of the Logan County Medical Society; on 
the staff of the Mary Rutan Hospital for many years; 
died June 4, aged 70, of cerebral hemorrhage. 


Pressey, Harold Elbert, Bangor, Maine; Harvard Med- 
ical School, Boston, 1930; certified by the National 
Board of Medical Examiners; veteran of World 
War II; interned at the Boston City Hospital; on the 
staff of the Eastern Maine General Hospital; died 
June 10, aged 52, of acute coronary thrombosis. 
Quillin, Lawrence Jacob, San Gabriel, Calif.; North- 
western University Medical School, Chicago, 1910, 
died in St. Luke’s Hospital, Pasadena, March 4, aged 
70. of cancer of the lung. 
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Remington, Paul Archibald ® Spokane, Wash.; Mil- 
waukee M-dical College, 1911; specialist certified by 
the American Board of Otolaryngology; past-president 
and secretary of the Spokane County Medical So- 
ciety; fellow of the American College of Surgeons; 
served on the staffs of the Booth Memorial, St. Luke’s, 
and Sacred Heart hospitals; died June 4, aged 69, of 
congestive heart failure and hypertension. 


Rogers, Platt Harrison, West Haven, Conn.; Yale 
University School of Medicine, New Haven, 1912; 
member of the Connecticut State Medical Society; 
veteran of World War I; formerly member of the 
board of health; died in the Veterans Home and Hos- 
pital, Rocky Hill, June 2, aged 67, of bronchopneu- 
monia, cerebral hemorrhage. and pyelonephritis. 


Rothschild, Daniel Leslie, Irvington, N. J.; Cornell 
University Medical College, New York City, 1930; 
member of the Medical Society of New Jersey; vet- 
eran of World War II; on the staff of the Beth Israel 
Hospital in Newark, where he died June 10, aged 50, 
of myocardial infarction. 


Schaefer, Arthur C. ® Buffalo; University of Buffalo 
School of Medicine, 1905; member of the American 
College of Radiology; served at the Mexican Border; 
veteran of World War I and was cited by Gen. John J. 
Pershing for “exceptional meritorious and conspicuous 
service’; for many years deputy health commissioner 
of Buffalo; served on the board of visitors of the Ray 
Brook (N. Y.) State Tuberculosis Hospital; died in the 
Millard Fillmore Hospital June 1, aged 74. 


Schlossstein, Adolph George ® St. Louis; Washington 
University School of Medicine, St. Louis, 1894; as- 
sistant clinical professor emeritus of obstetrics and 
gynecology at his alma mater, where he joined the 
faculty in 1901; served on the staffs of the Barnes and 
St. Louis Maternity hospitals; died May 23, aged 84. 


Scott, Wood Henderson * Baton Rouge, La.; Louisi- 
ana State University School of Medicine, New Or- 
leans, 1938; veteran of World War II; served as med- 
ical director of the state department of welfare; died 
in Our Lady of the Lake Hospital May 23, aged 52, 
of cerebral thrombosis. 


Selig, Rudolf, New York City, Universitat Heidelberg 
Medizinische Fakultit, Baden, Germany, 1911; mem- 
ber of the Medical Society of the State of New York; 
died in the West Hill Sanitarium June 5, aged 71. 


Seligman, Albert E. © Staten Island, N. Y.; Univer- 
sitat Heidelberg Medizinische Fakultaét, Baden, Ger- 
many, 1916; member of the American Academy of 
Ophthalmology and Otolaryngology; specialist certi- 
fied by the American Board of Otolaryngology; on 
the staffs of the Willbrook State School, Richmond 
Memorial, and St. Vincent's hospitals; died June 17, 
aged 66, of leukemia. 


Sherwood, Marcel Wesley ® Temple, Texas; Univer- 
sity and Bellevue Hospital Medical College, New 
York City, 1906; member of the American Association 
for the Surgery of Trauma; specialist certified by the 
American Board of Surgery; fellow of the American 


J.A.M.A., Aug. 31, 195° 


College of Surgeons; served on the staffs of the Gy 
Colorado and Santa Fe Hospital and Scott and Why, 
Hospital, where he died June 3, aged 74. 


Sipman, Harold Irwin * Oakland, Calif.; Univers 
of California School of Medicine, San Francisco. 1934 
interned at Highland Hospital of Alameda Coyy 
on the staff of the Peralta Hospital; member of ¢}, 
American Proctologic Society; died June 20, aged ¢ 


Skoller, Julius Venice, Calif.; Loyola Universip 
School of Medicine, Chicago, 1940; interned at 4, 
Los Angeles County Hospital; veteran of Woy 
War II; on the staff of the Santa Monica (Calif.) Hos. 
pital; died in the Mount Sinai Hospital Los Angele 
May 27, aged 42, of coronary thrombosis. 


Smith, Charlotte Dodd Stewartson ® Mancheste; 
N. H.; Tufts College Medical School, Boston, 19) 
died May 30, aged 92. 


Smolt, Lillian Alberta Polhamus ® Ventura, Calif 
Rush Medical College, Chicago, 1928; member of th 
staffs of the Ventura General Hospital and the Foste 
Memorial Hospital, where she died June 13, aged 55 
of chronic glomerulonephritis and uremia. 


Solter, Harry Christian, Sweetsprings, W. Va.; Uni- 
versity of Maryland School of Medicine, Baltimore 
1899; died June 6, aged 79, of coronary thrombosis 


Spitzig, B. Louis, Cleveland; St. Louis University 
School of Medicine, St. Louis, 1910; member of th 
staff of St. John’s Hospital; died in Lakewood, Ohio, 
June 11, aged 70, of coronary thrombosis. 


Stewart, Charles Eugene, La Canada, Calif.; Univer- 
sity of Michigan Department of Medicine and Sur 
gery, Ann Arbor, 1895; fellow of the American Col- 
lege of Physicians; formerly associated with the Battle 
Creek (Mich.) Sanitarium; died May 24, aged 88 


Stiles, Henry Ranney, Lieut. Colonel, U. S. Army. 
retired, Louisville, Ky.; Yale University School of 
Medicine, New Haven, Conn., 1888; veteran of World 
War I; entered the medical corps of the U. S. Arm) 
in 1892 and retired July 1905; returned to active duty 
in 1915 and relieved from active duty in March, 1922, 
service member of the American Medical Association; 
died in the Kentucky Baptist Hospital May 20, aged 
90, of heart disease. 


Stillson, Austin Jeremiah ® Binghamton, N. Y.; Med- 
ico-Chirurgical College of Philadelphia, 1901; for 
many years county coroner; during World War | a 
draft board medical examiner and during World 
War II served on Selective Service Board 441; asso- 
ciated with the Binghamton City Hospital and the 
Our Lady of Lourdes Memorial Hospital; died in 
Windsor June 7, aged 77, of cerebral hemorrhage. 


Swackhamer, Chester Ray ® Globe, Ariz.; Rush Med- 
ical College, Chicago, 1913; past-president of the 
Arizona State Medical Association of the Southwest- 
ern Medical Association, and the Gila County Medical 
Society; for many years chief surgeon of the Magma 
Copper Company and Magma Railroad of Superior; 
died June 8, aged 71, of arteriosclerotic heart disease. 
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fest, William Brantingham, Memphis, Tenn.; Uni- 
vpsity of Rochester (N. Y.) School of Medicine and 
nentistiy, 1931; certified by the National Board of 
\fedica! Examiners; member of the American Trudeau 
Society. service member of the American Medical 
\ssociation; associated with the Veterans Administra- 
“ion Hospital as assistant chief, tuberculosis section; 
jied May 25, aged 54, of a heart attack. 


Travis, William Barrette, Kentwood, La.; Medical 
Department of Tulane University of Louisiana, New 
Orleans 1902; on the staff of the Beacham Memorial 
Hospital in Magnolia, Miss.; died June 13, aged 82, 
of pulmonary embolism. 


Trotter, William * Troy, N. Y.; Albany (N. Y.) Med- 
ical College, 1912; served in France during World 
War I; on the staffs of the Leonard Hospital and the 
Samaritan Hospital, where he died June 18, aged 69. 


Tyndall, Martha Winifred * Westfield, N. J.; Univer- 
‘ity of Vermont College of Medicine, Burlington, 
1933; at one time a member of the state board of 
health; served on the staffs of the Muhlenberg Hos- 
pital in Plainfield and the Rahway (N. J.) Memorial 
Hospital; died June 22, aged 62, of multiple myeloma. 


Wagner, Joseph Ralph, Palacios, Texas; Rush Med- 
ical College, Chicago, 1895; past-president of the 
school board; for many years city health officer; on 
the staff of the Bay View General Hospital, where he 
died May 28, aged 87, of cerebral thrombosis. 


Warmer, Charles Andrew ® Redondo Beach, Calif.; 
University of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1903; fellow of the International 
College of Surgeons and the American College of 
Surgeons; served on the staff of the Presbyterian Hos- 
pital-Olmsted Memorial in Los Angeles; died April 9, 
aged 80, of coronary occlusion. 


Wescott, Royal James * Everett, Wash.; University of 
Wisconsin Medical School, Madison, 1936; veteran of 
World War II; member of the staffs of Providence and 
General hospitals; died June 4, aged 47. 


Westcott, Niles ® Oak Lawn, R. I.; Yale University 
School of Medicine, New Haven, Conn., 1909; mem- 
ber of the American Psychiatric Association; served 
as assistant superintendent of the Rhode Island Hos- 
pital and the Butler Hospital, both in Providence; 
died in Warwick May 31, aged 76, of diabetes mellitus 
and arteriosclerosis. 


Wharton, James Osman * McAllen, Texas; Physio- 
Medical College of Texas, Dallas, 1906; member of 
the American Academy of General Practice; served 
as secretary of the Hidalgo-Starr Counties Medical 
Society; city health officer; member of the staff of the 
McAllen Municipal Hospital, where he died May 27, 
aged 77, of pulmonary emphysema and myocardial 
infarction. 


Wheeler, Samuel Edward, Columbia, S. C.; Medical 
College of South Carolina, Charleston, 1913; veteran 
of World War I; died in the Columbia Hospital June 
aged 67. 


DEATHS 2071 


Wilkerson, Jesse Bert * Brevard, N. C., Memphis 
(Tenn.) Hospital Medical College, 1906, on the stafl 
of the Transylvania Community Hospital, died April 
28, aged 75, of Hodgkin's disease. 


Wilson, Norman Dickey * Jackson, Mich, 
College of Eclectic Medicine and Surgery, Atlanta 
1913; associated with the W. A. Foote Hospital, died 
June 13, aged 85, of acute pulmonary edema 


Wolf, Roy Milton, Canon City, Colo.; Kansas City 
(Mo.) University of Physicians and Surgeons, 1921 
died May 19, aged 75. 


Wood, Wilson Guyon, New York City, Columbia 
University College of Physicians and Surgeons, New 
York City, 1906; served in France during World 
War I; for many years associated with the New York 
Hospital; died in the Manhattan General Hospital 
June 17, aged 77, of congestive heart failure. 


( gia 


Woomer, Albert, Cashtown, Pa.; Kentucky University 
Medical Department, Louisville, 1904; an associate 
member of the American Medical Association; also a 
lawyer; died in the Annie M. Warner Hospital May 
28, aged 82, of cerebral thrombosis. 


Wronker, Harry * Rochester, N. Y.; Long Island Col- 
lege Hospital, Brooklyn, 1915; member of the Amer- 
ican Academy of General Practice; veteran of World 
War I; member of the medical board of the Jewish 
Home and Infirmary and the Highland Hospital, 
where he died June 7, aged 64. 


Young, Charles Houston * Philadelphia; University 
of Pennsylvania Department of Medicine, Philadel. 
phia, 1906; veteran of World War 1; died in the Pres- 
byterian Hospital May 26, aged 77. 


Young, Frank Walker, Colonel, U. S. Army, retired. 
San Antonio, Texas; Medical College of Alabama, 
Mobile, 1912; service member of the American Med- 
ical Association; veteran of World War 1; entered the 
medical corps of the U. S. Army as a first lieutenant 
in January, 1920; rose through the various ranks to 
that of colonel in July, 1943; retired May 31, 1945 
died in the Brooke Army Hospital, Fort Sam Houston, 
April 18, aged 67, of encephalomalacia. 


Young, James Clint, Jonesboro, Ark.; University of 
Nashville Medical Department, 1891; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1891; on 
the staff of the St. Barnard Hospital, where he died 
April 24, aged 90. 


Zee, Urban Herbert * Mankato, Minn.; Creighton 
University School of Medicine, Omaha, 1937; veteran 
of World War II; medical director of the Mankato 
Rehabilitation Center; on the staffs of St. Joseph and 
Immanuel hospitals; died March 28, aged 44. 


Zuckerman, Louis Herman, New York City; Univer- 
sity and Bellevue Hospital Medical College, New 
York City, 1907; member of the Medical Society of 
the State of New York; retired chief of the Bronx 
Bureau of Contagious and Infectious Diseases, New 
York City Health Department; died in the Flower 
and Fifth Avenue Hospitals May 13, aged 70, of 
Parkinson's Disease. 
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FOREIGN LETTERS 


AUSTRIA 


Early Diagnosis of Tubal Carcinoma.—At the meeting 
of the Austrian Society for Gynecology and Obstetrics 
in June, J. Froewis and H. Kremer reported on a pa- 
tient in whom a definite diagnosis of tubal carcinoma 
was established by clinical observation and by cyto- 
logical examination. A. Halter stressed the significance 
of a clear amber vaginal discharge in diagnosing tubal 
carcinoma. A 60-year-old woman with postclimacteric 
bleeding was admitted to the speaker's ward. Colpo- 
scopic and palpatometric findings were normal, but 
curettage showed histological evidence of an atrophic 
endometrium. The patient left the hospital. A follow- 
up examination was made six weeks later. A typical 
clear amber discharge and a negative cytological 
examination were noted. Despite the negative find- 
ings, a laparotomy was performed because of the 
presence of a typical carcinomatous discharge. Bilateral 
carcinoma, limited to the tubal wall, was found. The 
tubes were only moderately enlarged, but they were 
completely occluded. St. Skamnakis said that, un- 
fortunately, the typical amber discharge is present in 
only 20% of the patients with tubal carcinoma. Uni- 
lateral cramp-like pain in the lower abdomen and 
bleeding are more frequent findings. These symptoms, 
associated with palpable swellings of the adnexa, 
however, may lead to a false diagnosis of pelvic in- 
flammatory disease and prolonged conservative treat- 
ment. 


Roentgenography of the Breast as Test for Pregnancy. 
—At the same meeting, K. Fochem and G. Narik said 
that the female breast shows changes of the tissue, 
not only during pregnancy but also during the men- 
strual cycle. These changes are histologically charac- 
terized by budding of the lactiferous tubules. 
Systematic examinations were carried out during the 
menstrual cycle and pregnancy. The roentgenogram 
of the normal breast shows a fine, marble-like pattern. 
The delicate ramifications of the septums of the connec- 
tive tissue include homogenous parenchymatous 
areas. The roentgenographic changes in the breast 
during the menstrual cycle are minimal. During preg- 
nancy, on the other hand, a characteristic thickening 
of the septums of the connective tissue and clouding 
of the parenchyma are observed. This is of diagnostic 
importance because the earliest of the changes can be 
recognized four weeks after conception. In 104 pa- 
tients with early, doubtful, and ectopic pregnancies or 
with some type of tumor, a definite diagnosis was 
established in 97. A false-positive reading was made in 
three patients; in two, diagnosis could not be made 
because the breasts were too small; and in two, the 
changes were associated with a corpus luteum cyst. 


The items in these letters are contributed by regular corre- 
spondents in the various foreign countries. 


Owing to the high degree of correlation, rocntgenog. 
raphy of the female breasts was recommended as teg 
for pregnancy. 

R. Bayer said that roentgenographic changes jn th, 
female breast ranged from a demonstrable delicas 
marking in the structure of the connective tissue of 
the breast in the phase of hormone deficiency ( meno. 
pausal breast) through an increasing swelling of the 
corpus fibrosum in the phase of luteinizing hormon| 
activity of the marked swelling in the breast during 
pregnancy. Knowledge of these changes is important 
in diagnosing diseases of the mammary glands and of 
the breast tumors. The speaker stressed the fact tha 
temporarily and quantitatively increased hormonal 
secretions (as in monophasic cycles or in phases of 
hyperfollicular internal secretion) give findings that 
are difficult or impossible to distinguish from. the 
roentgenograms of the breasts made during pregnanc 
The speaker doubted, therefore, that the practical 
evaluation of roentgenograms of the female breast as 
a test for pregnancy is possible. 


COLOMBIA 


Tuberculosis in Colombia.—At the meeting of the 11th 
Pan-American Congress of Tuberculosis last May at 
Medellin, Abad and co-workers reported on the 25- 
year-old campaign against tuberculosis in Columbia 
Before 1932 there was no tuberculosis hospital in the 
country. Now there are 2,355 beds in 14 such hospitals 
It has been estimated that about 20,000 persons have 
tuberculosis in this republic of nearly 13 million in- 
habitants. In 1945 there were 40 deaths per 100,00 
from this cause. Ten years later the figure had dropped 
to 24.8. In 1948 the morbidity was 160 per 100,00 
and in 1955 about 100. The highest incidence is found 
in the 20-to-30-year-old age group, where it is 110 
per 100,000, and the lowest incidence is in the 10-to- 
14-year-old age group, where it is 20 per 100,000. In 
the over 40-year-old age group the incidence is 80 
per 100,000. Clinicoanatomic types of the disease were 
found to differ quantitatively, depending on where the 
examinations were made. At tuberculosis dispensaries 
the distribution was minimal cases, 22%; moderately 
advanced, 34%; and far advanced, 44%. At institutions 
where tuberculosis investigation was compulsory, the 
distribution was minimal, 40%; moderately advanced, 
48%; and far advanced, 12%. In Colombian mortality 
tables, tuberculosis is in the 17th place, but in first 
place are deaths from unknown causes. The authors 
believe that tuberculosis must undoubtedly be a major 
component of this category. 

At the same meeting, Tovar-Acosta of Bogota read 
a paper based on 2,674 patients admitted to the Hos- 
pital Sanatorio Santa Clara during the years 1952- 
1956. Of these patients, 87% had tuberculosis. Only 
five patients (0.21%) had had BCG vaccination; 9% 
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mentioned contact with a human source of infection. 
rhe speaker believed this low figure was due to poor 

»idemiologic survey methods. A positive serologic 
wt for sVphilis was found in 5% of the tuberculous 
»atients. The symptoms were grossly parallel to the 
verity of the disease, as classified by the standards 
¢ the United States Tuberculosis Association, but 
there were many far advanced cases with slight symp- 
ms and a few minimal ones with severe symptoms. 
fur advanced disease was found in 53% of the pa- 
“ents, moderately advanced in 31%, and minimal in 
6%. The symptoms were slight in 23%, moderate in 
4%, and severe in 43%. These figures are similar 
») those found in other tuberculosis institutions in 
this country. They show that the diagnosis is not 
being made early enough. Active tuberculosis was 
present in 80% of patients and positive sputum was 
present in 61%. Lack of natural resistance in Colom- 
hians was demonstrated by the prevalence of diffuse 
lesions in one or both lungs (68%). Both diffuse and 
localized lesions were more common in the right lung. 
The preponderance of caseous pneumonic lesions 
57%) over all others without cavity formation (43% ) 
also indicates a lack of resistance. 

Complications were encountered in 25% of cases, 
including 6% laryngeal, 4% pleural, 3% intercurrent 
diseases, 2% intestinal, and 10% genitourinary and 
nervous system involvement and others. The hospital 
mortality (24%) could be blamed on poor treatment, 
but the speaker believes this is due, mainly, to lack of 
sound preventive measures. Treatment has been use- 
less in the 53% of the entire series who left the hospital 
while their disease was still active. 


INDIA 


Acetazolamide.—S. N. Sen Gupta and co-workers (J. 
Indian M. A. 28:11, 1957) gave acetazolamide by 
mouth to 43 patients for whom a diuretic drug was 
indicated. Of these, 29 had heart disease, 7 had hepatic 
edema, 4 had nephrotic edema, and 3 had nutritional 
edema. The daily dose was 125 to 250 mg. according 
to the age of the patient and was given for three con- 
secutive days. If the response was good it was con- 
tinued for four more days. Good diuresis developed in 
23 patients. The response varied in the different groups 
of patients; 65.5% of all cardiac patients responded 
well to the drug and 83% of those with cor pulmonale 
showed improvement. One patient besides showing a 
good diuresis also had relief from anoxic symptoms. 
Of the patients with hepatic edema, only 2 (29%) 
responded well; 14 patients in the whole series showed 
toxic side-effects, and 3 of these died in coma. Three 
of these patients suffered from hepatic cirrhosis and 
one had gross nutritional edema with possible involve- 
ment of the liver. Twenty-one patients were given a 
mercurial diuretic parenterally before or in place of 
acetazolamide treatment for comparison. The mer- 
curials were on the whole better diuretics, and their 
action was probably potentiated by the other drug 
even when given 48 hours previously. The authors 
concluded that acetazolamide has a definite place in 
the treatment of heart failure and may be regarded as 
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an alternative or adjuvant to mercurial diuretics in the 
treatment of this condition, but it is definitely danger 
ous in patients with chronic liver disease. 


Detection of Ovulation.—P. N. Wahi (J. Indian M.A 
28:12, 1957) stated that their previous study of vagina! 
smears, endometrial biopsy specimens, and urinary 
pregnandiol led them to conclude that the changes 
indicative of ovulatory and anovulatory cycles were 
clearly observed from the 14th to 26th day in a regular 
menstrual cycle of 28 to 30 days. They therefore be 
lieved that a single vaginal smear on the 24th to 26th 
day would assist in determining the nature of the cvcle 
The presence of urinary pregnandiol may be consid 
ered as a direct evidence of progesteronic activity 
(ovulation). A concurrent study was undertaken of 
single vaginal smears (premenstrual), endometrial 
biopsy specimens, and quantitative estimation of uri- 
nary pregnandiol from 80 sterile women. Cases of 
primary sterility with a normal menstrual cycle of 25 
to 30 days were selected. Only one smear was taken 
on the 24th to 26th day. An endometrial biopsy speci- 
men was obtained on the same day, and the chemical 
estimation of urinary pregnandiol was done in a 24- 
hour specimen. The results showed that ovulatory 
smears corresponded well with histological findings 
and pregnandiol secretion in 85.4% of the patients. 
Histological examination failed in 8.3% and cytological 
examination failed in 2.08% of the patients with an 
ovulatory cycle. In those with an anovulatory cycle, 
64.3% of the smears were in agreement with the biop- 
sy findings and urinary pregnandiol. Histological exam- 
ination failed to indicate an anovulatory cycle in 21.4% 
of the patients, and cytological examination was un- 
successful in 14.3%. The authors concluded that the 
single vaginal smear method offers a fairly accurate 
method of determining the presence or absence of 
ovulation. The advantage of this method is that it is 
simple, relatively quick, inexpensive, and can be used 
on a large scale. 


Public Health in Mysore.—The Minister of Health in 
Mysore, while outlining his program for the second 
Five-Year Plan period, said that the best form of 
rendering preventive and curative services in rural 
areas was by establishing health units where those 
two services could be combined. With this end in 
view, he proposed to start 102 primary health units 
The government accepted the plan of operations 
drafted by the World Health Organization (WHO) 
and the United Nations International Children’s Emer- 
gency Fund (UNICEF) whereby those two organiza- 
tions would provide two experts in maternity and 
child welfare and nursing administration and would 
supply the equipment necessary for various welfare 
centers in the state. The two experts had already re- 
ported and were engaged in a survey of maternal and 
child health services, including pediatrics, available 
in the state. Nursing facilities were also being sur- 
veyed. WHO and UNICEF had already supplied 
much equipment. Under this scheme it was contem- 
plated to open two laboratories for chemical and food 
analysis. These laboratories would serve not only 
medical and public health departments but also were 
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open to medical practitioners in the area to facilitate 
early diagnosis and proper treatment. The bed strength 
in the existing health unit dispensaries was proposed 
to be increased by 250 beds. Five more district labora- 
tories to undertake bacteriological, pathological, and 
chemical examinations were proposed to be estab- 
lished. 


Campaign Against Substandard Drugs.—The Drug 
Standard Control in Bombay state continued to make 
steady progress in the first quarter of 1957. The intelli- 
gence branch attached to the Drugs Control Adminis- 
tration was engaged in the investigational work relating 
to the manufacture and sale of spurious drugs. During 
the quarter under report, 62 investigations were made, 
24 prosecutions were launched for various offenses, and 
4 convictions were obtained. Large quantities of drugs 
were destroyed because they were not of standard 
quality. Of 1,306 samples tested, 248 were of sub- 
standard quality. There were 58 licenses for manu- 
facturing nonbiological products, 597 licenses for 
selling nonbiological products, 45 licenses for manufac- 
turing biological products, and 343 licenses for 
selling biological products granted during the quarter 
under review. In the same period, 126 applications 
for licenses were rejected, 86 licenses were revoked, 
and 112 manufacturing premises and 2,063 selling 
premises were inspected. The additional staff recently 
authorized for the Drugs Control Administration will 
help to stabilize the control of drug standards in all 
parts of the state. 


Xeroderma Pigmentosum.—Behl and Sachdev (Ind J. 
Dermat. Venereol. 23:2, 1957) stated that xeroderma 
pigmentosum is a rare dermatological entity and they 
were unable to find any published records of this 
disease occurring in India. They reported three cases 
which are the first probably to be seen in dark-skinned 
patients. The first was a boy aged 17 years, an only 
child. He started with freckles on his face at the age of 
10 years and came to the hospital for a tumor on his 
face. His face, the upper part of his chest, and his 
hands showed freckles, telangiectasia, and atrophic 
areas resembling senile skin. There was a typical 
epithelioma on the right side of his nose which proved 
to be a squamous celled epithelioma. A few keratotic 
nodules were present on his face and chest. The second 
case was a boy aged 11 years who started getting freck- 
les on his face, chest, and forearms at the age of 18 
months. Later atrophic areas and telangiectasis ap- 
peared. At the time of examination, his whole body was 
involved with dark pigmented patches and freckles, 
stellate telangiectasia, atrophic areas, and _ keratotic 
nodules. For three months prior to admission an 
epitheliomatous lesion had been developing on his left 
forearm. His left eye showed keratitis and blepharitis 
with complete loss of vision. This patient is the second 
of five children. The third case was the fourth child 
of the same parents who since the age of 2 years had 
had freckles on his face, neck, hands, forearms, and 
legs. A few areas of atrophy and telangiectasis were 
also present. He was 4 years old at the time of examina- 
tion and no lesion resembling a tumor was seen. The 
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first two cases were referred to the surgic.| deparn. 
ment for excision of the epithelioma. The prognogi., 
grave in all these cases. 


Action of Local Anesthetics on the Uterus.-y 
Sinha (J. Indian M. A. 29:1, 1957) stated that coc aie 
and procaine have a stimulating action on the smog 
muscle of the uterus. He compared local anesthes 
action of such other agents as lignocaine and cinchy, 
caine on the uterus. All experiments were carried out 
in vitro. The stimulant action of local anesthetics » 
the uteri of cats, rabbits, and guinea pigs was cop. 
firmed. This effect seems to be due to a direct actiy 
on the muscle, as it is not antagonized by atropine 
mepyramine, F 933, or hexamethonium. The stimuly. 
ing effect is reduced by lowering the concentration of 
calcium ions in the Tyrode solution. Thus it may } 
related to ionic changes in the muscle membrane, Th 
stimulant action is not related to the local anestheti 
activity. Procaine, however, failed to stimulate th 
nonpregnant uteri of guinea pigs and the immatur 
uteri of rabbits. 


SWITZERLAND 


Symposium on Aldosterone.—The University Clinic fo; 
Therapeutics organized the First International Syn. 
posium on Aldosterone in June. The lectures and dis. 
cussions will be published in detail in a special volume 
by Churchill Ltd., London. Moonlenaar and Querido 
(Leyden) described a new method for the physico- 
chemical determination of aldosterone, based on the 
colorimetric reaction of 2-4-dinitrophenylhydrazine 
with aldosterone. The method is reliable and the abso- 
lute values correspond to those obtained by the 
method of Simpson and Tait. Neher (Basel) consist- 
ently found aldosterone in large amounts in thre: 
patients with Conn’s syndrome; in one patient the 
corticosterone level was equally high. The content of 
aldosterone in the adrenal tissue was normal in two 
patients with Cushing's syndrome, whereas cortisone 
and hydrocortisone levels were increased. Analyzing 
the tissue of one patient with almost complete necrosis 
of the adrenals, but with the preservation of the zona 
glomerulosa, Neher found an abundance of aldoste- 
rone. This confirms the belief that aldosterone is 
synthesized in the glomerular zone. 

Desaulles (Basel) compared the biological effects 
of aldosterone in adrenalectomized rats with a propri- 
etary glucocorticoid preparation (Cortexone) and 
hydrocortisone. Contrary to the observations in man, 
aldosterone improved the delayed diuresis of adrenal- 
ectomized animals. The action of aldosterone on the 
connective tissue is also different from that of Cor- 
texone. The actions of aldosterone resembled, in par- 
ticular circumstances, more those of hydrocortisone 
than those of Cortexone. Gross (Basel) stated that 
the maintenance dose of synthetic d-l-aldosterone is 
1.7 to 2 times larger than that of the natural aldoste- 
rone. He concluded that the therapeutic margin of 
aldosterone is wider than that of Cortexone. He stated 
also that less potassium was lost by treatment with 
aldosterone than by treatment with Cortexone. Fur- 
thermore, aldosterone produces hypertension only 
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shen the doses are relatively much larger than those 

¢ Cortexone. Giroud (Montreal) reported that, in a 
ories of experiments in vitro, aldosterone is essentially 
yoduced in the glomerular zone in rats and oxen, 
vhereas hydrocortisone is synthetized in the fascicular 

‘one and corticosterone in both. Extracts of the an- 
wrior lobe of the pituitary stimulate chiefly the pro- 

iuction of hydrocortisone, whereas those of the 
oosterior lobe have a marked influence on the secretion 
if aldosterone, Pure vasopressin and oxytocin are 
active. A contaminant must, therefore, be contained 
in these extracts. 

Simpson and co-workers (London) studied the 
metabolism of aldosterone marked with tritium (H *) 
in position 16. Aldosterone appeared to be more rapid- 
ly metabolized than hydrocortisone. The authors be- 
lieve that the daily secretion of aldosterone is about 
0) Gm. They found aldosterone in the urine in an 
easily hydrolyzable form at pH 1. At present, the 
structure of the conjugate of aldosterone is unknown, 
but preliminary experiments suggest a conjugation 
with a sulfate in position 18 or 21. This product, how- 
ever, corresponds only to 5% of the amount of aldoste- 
rone produced daily by the organism. Bartter (Be- 
thesda, Md.), stated that he produced variations in 
the intravascular space in experimental animals either 
by infusions of concentrated albumin or by repeated 
bleedings. The variations of aldosteronuria observed 
supported the hypothesis that changes in the intra- 
vascular space regulate aldosterone production. These 
same changes seem also to influence the aldosteronuria 
in the cases of secondary hyperaldosteronism. Muller 
(Geneva) had studied the daily aldosterone cycle in 
normal subjects. The elimination of aldosterone, which 
is increased during the day, depends essentially on the 
upright position and the daily activity, The deposit 
of sodium does not seem to influence the nyctohemeral 
cycle of aldosterone production. Patients with a hypo- 
physial deficiency show daily rhythmic aldosterone 
fluctuations in the level only when given cortisone 
and when erect and active. 

Garrod (London) stated that adrenal hypertension 
and motor paralysis are predominant symptoms of 
Conn’s syndrome. All the patients had hypokalemia, 
hypernatremia, alkalosis, polvuria, hyposthenuria, and 
alkalinuria. Histological examinations of the kidney 
revealed vacuolation of the renal tubules. The secre- 
tion of aldosterone is variable, but hypokalemia is 
generally associated with extremely low aldosterone 
levels. The absence of edema remains a mystery. Stan- 
bury (Manchester) reported that hypokalemia leads 
to renal insufficiency and, on the other hand, renal 
diseases may be complicated by hypokalemia. Renal 
insufficiency may become worse if associated with 
a depletion of potassium. Primary aldosteronism as 
well as Cushing’s disease may produce hypokalemia 
associated secondarily with renal insufficiency. Deple- 
tion of sodium in patients with renal insufficiency pro- 
dices, in its turn, secondary hyperaldosteronuria, 
Which makes the depletion of potassium worse. Mach 
(Geneva) discussed a 37-year-old woman with idio- 
pathic edema associated with hyperaldosteronuria. 
He was able favorably to influence the clinical course 
hv repeated water overload. Wolff (Munich) stressed 
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the disastrous effects of physical exercise on the re 
tention of sodium by the increase of aldosterone in 
patients with secondary hyperaldosteronism associated 
with hepatic cirrhosis and cardiac insufficiency. When 
the cardiovascular condition is improved by rest and 
cardiotonics, aldosterone production decreases and 
the edema disappears. 


UNITED KINGDOM 


Tuberculosis in Pathology Laboratory Workers. 
Tuberculosis as an occupational hazard of pathology 
laboratory workers was investigated by Reid (Brit 
M. J. 2:10, 1957). Although the possibility of aerial 
dissemination of micro-organisms from sectioned path 
ological material has been demonstrated, the ultimate 
test is the demonstration of a higher incidence of 
tuberculosis among those working in pathology labora- 
tories than among other comparable groups of workers. 
Reid first analyzed the claims for sick pay under the 
Health Service and found that pathologists, like thoracic 
surgeons and chest physicians, had claim rates for inca- 
pacitating pulmonary tuberculosis in excess of those of 
other medical workers and that laboratory technicians 
had much higher rates than other medical auxiliaries. 
Because of possible fallacies in interpreting the data, 
Reid investigated the incidence of tuberculosis among 
the staffs of 345 laboratories in the Public Health 
Laboratory Service over a period of five years, It was 
found that the incidence of incapacitating pulmonary 
tuberculosis was, for different laboratory categories 
adjusted for age and sex, two to nine times greater 
than the corresponding rates in the country as a whole 
The rates for pulmonary tuberculosis among pathol 
ogists and technicians were found to be two to three 
times greater than those of post-office workers of 
similar age and social and economic status. 

The highest rates occurred among workers employed 
in laboratory and mortuary tasks, exposing them to the 
risk of contact with infected material; the incidence 
was highest in the second and third years of employ- 
ment. In these groups the attack rate was three times 
that of nonexposed laboratory staff. Preemployment 
examination showed that young laboratory recruits had 
no unduly frequent previous contact with tuberculous 
subjects. The possibility was investigated that these 
high tuberculosis morbidity rates were due to factors 
such as overcrowding, poor physique, and better re- 
porting than elsewhere, but these factors were not 
found to be significant. 

Another study suggested unexpected sources of 
tuberculous infection in laboratory workers. Tomlinson 
(Brit. M. J. 2:15, 1957) showed that infected air-borne 


particles are released when screw-capped bottles con- 


taining slant cultures are opened. This is probably 
due to the film of fluid round the rim of the bottle 
becoming contaminated when the culture is inoc- 
ulated. Bacteria then grow in this site during incuba- 
tion and are released in a shower of fine infective 
particles when the bottle is opened. Another source of 
infection occurs when screw-capped bottles are centri- 
fuged. This results in contaminated spray being spread 
over a distance of 3 ft. or more from the centrifuge. 
Other possibilities of infection are spray arising from 
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incised tuberculous material and the cage dust of 
tubercle-infected laboratory animals. This suggested 
that exposed laboratory staff should be tuberculin 
tested and BCG vaccination offered to negative reac- 
tors, that periodic roentgenograms of the chest be 
taken, and that potentially infected material should 
only be handled by experienced staff members under 
a well-ventilated hood. 


Professional Secrecy.—The traditional policy of pro- 
fessional secrecy is likely to be reaffirmed at the 
British Medical Association’s annual meeting at New- 
castle-upon-Tyne. Prof. A. P. Thomson points out in 
the July issue of the Practitioner: “In a hundred years 
no allegation of infamous conduct involving a breach 
of the rule of secrecy has ever been brought to the 
General Medical Council.” If, however, a physician 
discovers evidence that warrants serious suspicion of 
murder or rape, he should, unhesitatingly, disclose it 
to the police because he has a duty to society as well 
as to his patient. Attempted poisoning should be re- 
ported. Unfortunately, a poisoner is rarely convicted 
on account of evidence obtained in the case of his first 
victim. It is not the duty of physicians to assist the 
police in the detection of minor offences. If, after a 
drunken brawl or other disturbance which has not 
entailed loss of life, the police are searching for of- 
fenders, it is not required that physicians report in- 
juries which suggest that the patient has participated 
in the disturbance. 

Dr. L. J. Witts says that the ban on the use of 
physicians’ names in television and radio broadcasting 
cannot be supported, although it is part of the present 
policy of the General Medical Council and the B. M. A. 
Fan mail rarely includes requests for consultation. 
Most correspondence after broadcasting comes from 
the lunatic fringe. The public has no use for anony- 
mous information. B. M. A. resolutions do not bind 
the profession, but physicians who break them are 
placed in an uncomfortable position. 


Independent Health Service Proposed.—An independ- 
ent British medical service was outlined at the British 
Medical Association’s annual meeting. It may be an 
alternative to the National Health Service or work 
side by side with it. The scheme put forward by Dr. 
H. H. D. Sutherland consisted of the following pro- 
posals: 1. The service should be free from political 
party control. 2. It should be financed partly by con- 
tributions by the patient, partly through insurance, 
and partly by the government. 3. It would provide 
certain specified life-saving drugs free; other medi- 
cines would be paid for by the patients. 4. Participat- 
ing physicians would have the right to engage in 
private practice. This would be encouraged by the 
existence of a list of free life-saving drugs and neces- 
sary dressings. 5. Physicians would possibly be paid 
on a fee-for-service basis. 6. The service should be 
under the control of a politically independent board 
or corporation responsible to the privy council. 7. Pro- 
vision should be made for care of the old and poor 
without their having to pay. Summing up the advan- 
tages to the public, Dr. Sutherland said there would 
be a reduction in cost to the nation and a consequent 
reduction in the income tax. There would be greater 
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freedom of choice of physician, an improved patiery. 
doctor relationship, and a greater sense of respong. 
bility in patients. Such a scheme would take at Jeg 
five years to introduce. 


Tranquilizers Causing Anxiety.—Physicians, worrie 
about the possible coming of the perfect tranquilize; 
warned of its probable evil social effects at the sciep, 
tific meeting of the British Medical Association, Ey 
the existing tranquilizers carry many dangers, incly¢. 
ing sudden death and various complicating illnesse: 
Dr. E. H. Kitching, of Manchester, told of the Amer. 
can druggist who had to put up a “sold out” sign, 
had run out of tranquilizers and the queue outside his 
shop had to be sent away. Tranquilizers are big busi. 
ness. They have become a social habit in some com. 
munities. In 1956, American druggists filled about 3) 
million prescriptions for these drugs, compared wit) 
10 million the previous year; 50,000 million tablets of 
one popular tranquilizer were sold in 1956. Physicians 
are finding that the performance of these drugs is much 
inferior to the claims made for them. In a survey o} 
8.200 patients with anxiety states, physicians reported 
that the benefit produced by tranquilizers was small 
compared with the dangers. There have been four 
deaths, including two suicides. One in five patients 
was made worse by taking the drugs. It was rare for 
patients to feel better beyond the first week or so 
Dr. R. Orton, of Newcastle, said there was a difference 
in the reaction to these drugs in men and women 
Women, especially if they used tranquilizers for long 
periods of time, gained much weight. 

Dr. Louis Minski said that the danger of the pertect 
tranquilizer would be that the patient would be pre- 
pared to accept anything. The sexual pervert taking it 
would have no sense of guilt; married couples living in 
slums and overcrowded quarters would accept the 
conditions and children would be brought up in them. 
Prof. Charles Robb, of London, said the best tranquil- 
izer of all is whisky. It is an extremely good drug for 
reducing postoperative pain and helping patients to 
sleep. 


Physicians Oppose Drugs for Blood Pressure.—Sensible 
living is the way to avoid dying from high blood pres- 
sure. This was the advice given by a panel of experts 
at the British Medical Association’s scientific meeting 
at Newcastle-upon-Tyne. So-called miracle drugs are 
not the answer. Physicians should stop frightening peo- 
ple. Most patients with high blood pressure have no 
need for fear, but fear can aggravate their condition. 

Dr. Robert Coope, of Liverpool, said that the “nor- 
mal sheep” could not be separated from the “hyper- 
tensive goats” by a couple of numerical readings. Most 
people with asymptomatic hypertension will be alive 
at 65 years of age or more. Even where there are such 
complications as minor strokes, the giving of drugs is 
often a substitute for proper care of the patient. The 
man consumed with ambition, the one who burns his 
candle at both ends, should learn some practical phi- 
losophy and accept his limitations. Dr. John Hunt, 
secretary of the College of General Practitioners, said 
the family physician should reassure the patient by 
pointing out that hypertensives live 20 or 30 years and 
that one-third of them die of something quite different. 
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The patient has to adjust himself to his high blood 
sessure as Others have adjusted to various handicaps. 
There should be more sleep and quiet week ends with- 
yt too much strenuous exercise. He lets his patients 
oat as much red meat as they like. There is no evidence 
that this increases the blood pressure. There is one 
intifear drug that has been known to man for centuries 
_alcohol. A glass of sherry or a whisky and soda before 
Jinner, or a nightcap, is an accepted social custom and 
joes not make a man feel like an invalid. The speaker 
Jid not believe that we are living in an age any more 
dangerous than those that have gone before, but the 
regular consumption of drugs, seducing people into 
, bogus tranquility in the midst of a crazy sort of 
life which they refuse to change, is at the root of 
most of our troubles. Prof. John McMichael, of Lon- 
don, said muscular activity tends to reduce blood 
pressure and that exercise in moderation is a good 
thing for hypertensive patients. 


WORLD HEALTH ORGANIZATION 


Poliomyelitis—The Expert Committee on Poliomyelitis 
met in Geneva in July. Under the chairmanship of Sir 
Macfarlane Burnet ( Australia ), it has come out strong- 
ly in favor of large-scale trials of a new vaccine pre- 
pared from a living virus which has been attenuated 
so that it is no longer capable of causing the disease 
although it may be expected to provide lasting pro- 
tection against it. The live-virus vaccine can be given 
orally instead of being injected. Preliminary trials of 
this vaccine carried out by several different research 
teams have failed to reveal any signs of illness or other 
harmful effects either in the persons vaccinated or in 
members of their families. The experts consider, there- 
fore, that the vaccine may now safely be given larger- 
scale trials. 

They do not, however, suggest that this vaccine 
should displace the Salk type of killed-virus vaccine 
in those countries where it is now being used or is 
about to be used. They believe rather that the new 
vaccine should be an adjunct to the present vaccine, 
though it might eventually replace it if that is found 
desirable or be a substitute for it where the use of the 
Salk vaccine is not feasible. If the proposed trials of 
the live-virus vaccine prove successful, it is hoped that 
the immunity it provides will be reliable and long- 
lasting and will result in the elimination or at least in 
a substantial reduction of the virulent strains of virus 
in circulation at present. The present killed-virus vac- 
cine cannot achieve this kind of result. The committee 
emphasizes, however, that the most stringent precau- 
tions should surround proposed trials of the new vac- 
cine. In order to prove its complete harmlessness it 
should first be given to limited numbers of selected 
groups of persons. Furthermore, the properties of the 
attenuated strains of virus used in the vaccine should 
be measured in a number of different laboratories. 
These trials should be accomplished on a voluntary 
basis and with the approval of the local authorities 
concerned. The object of the proposed trials of live- 
virus vaccine and the need for carrying them out are 
based on the belief that they may go far in further 
reducing the prevalence of poliomyelitis in the world. 
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Experience with Salk Vaccine.—The committee also 
reviewed the experience gained in those countries 
where killed-virus vaccine has been used. In France 
vaccination was not officially started before June 1, 
1956. Several million doses were released, but, since 
most of them were exported, a close follow-up of re- 
sults will be possible only for about 800,000 vaccina- 
tions. Of these, 100,000 had been given up to July 1, 
1957, with negligible side-reactions. In Poland, the 
average mortality from poliomyelitis in the vears 1951 
to 1954 was 6.3% of the reported cases. More males 
(55%) than females (45%) caught the disease, and 
the highest incidence was in the group infancy to 4 
vears of age (78% of all cases). In 1957 Poland began 
to produce the vaccine, and in October it is planned to 
vaccinate 100,000 children in Warsaw and Lodz. 

In Great Britain vaccination has not offered com- 
plete protection against poliomyelitis, as some cases of 
paralytic disease were observed in vaccinated children. 
After the incidents which occurred during the first 
large-scale vaccinations in the United States, the au- 
thorities decided to manufacture a modified form of 
the Salk vaccine, the type 1 Mahoney strain of virus 
being replaced by a less virulent one. In Canada, the 
lower incidence of poliomyelitis in the last two years 
has made it difficult accurately to evaluate the results 
of the vaccination program. In 1956, 11 cases of para- 
lytic poliomyelitis were reported among a total of 
1,860,000 vaccinated children and 136 cases in 2,140,- 
000 unvaccinated children of similar age. In Southeast 
Asia the incidence of the disease has remained low. 
Cases among the adult population are almost unknown 
except among foreigners. In the United States, 15,400 
cases occurred in 1956. This represents a rate of 9.2 
per 100,000 population and is the lowest recorded 
since 1947. Because of the wide annual variations in 
incidence, it has not been possible definitely to attrib- 
ute the low incidence in 1956 to the widespread use 
of vaccine (70 million persons were vaccinated ). In 
Israel all children from 6 months to 3% vears of age 
were vaccinated between January and May, 1957. This 
was done because it was found that over 80% of para- 
lytic cases occurred in that age group. Among emi- 
grants up to the age of 40 years from Western Europe 
and the Americas it was possible to vaccinate 130,000 
persons. 

In the Union of South Africa vaccination campaigns 
began in 1955 and were continued through 1956 and 
1957. During this period the country experienced a 
prolonged and severe epidemic, which, for the first 
time, affected Africans as much as people of Euro- 
pean descent; but among the Africans the disease 
affected young children for the most part, while in 
the Europeans older children were also affected and 
there were many cases among adults. About 500,000 
children have been vaccinated. In Russia there was 
a distinct rise in the incidence of the disease in 1955 
(8 cases per 100,000 population). Available informa- 
tion indicated no reduction in 1956 or 1957. Young 
children under 7 years of age were most affected (85% 
of cases). In the spring of 1957, 80,000 children were 
vaccinated. In Sweden large-scale vaccination cam- 
paigns were begun in February, 1957, and 800,000 
persons have been vaccinated. No cases of poliomye- 
litis after inoculation have been reported. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Malpractice: Statute of Limitations.—The plaintiffs, 
husband and wife, filed an action for damages caused 
by the alleged malpractice of the defendant physician. 
From a judgment in favor of the defendant, the plain- 
tiffs appealed to the district court of appeal, second 
district, division 3, California. 

On June 15, 1952, the wife was injured in an auto- 
mobile accident. She had been under defendant's care 
for about two years for a suspected gallbladder con- 
dition, and shortly after the accident she again en- 
gaged the defendant's services. She was placed in a 
hospital on three occasions, but at no time during the 
course of treatment did the defendant treat her for 
injuries suffered in the accident. From the time after 
the accident until the following January the plaintiff 
wife suffered from extreme pains in her head, dizzi- 
ness, nausea, and impairment of vision. The defendant, 
however, attributed this condition to ailments from 
which she had previously suffered. Although x-rays 
were taken, they did not suggest to the defendent that 
the condition that was causing the wife’s suffering was 
an accumulation of fluid that was creating brain pres- 
sure and injury to the optic nerves. The physician- 
patient relation between the plaintiff wife and the 
defendant was terminated Jan. 6, 1953, and on de- 
fendant’s recommendation, she then consulted Dr. 
Seletz who informed the plaintiffs on Jan. 9 that there 
was an increased pressure within the wife’s head due 
to a head injury and that he feared it was a surgical 
condition. but one he believed he could remedy. On 
Jan. 17, Dr. Seletz told the plaintiffs there was another 
test (an air study) that should be made and that this 
study would not be made without an understanding 
beforehand that if, in his opinion, surgery was indicat- 
ed he had permission to proceed immediately. The 
plaintiffs agreed. When the wife entered the hospital 
on Jan. 17, a writing was prepared which stated in 
part: “Mrs. Jewell Calvin, Dr. E. Seletz, subdural 
hematoma—preoperative diagnosis, possible subdural 
hematoma.” Dr. Seletz testified that the diagnosis was 
written by him and that he signed the paper. The 
plaintiffs signed a paper which read, in part: “pre- 
operative diagnosis, possible subdural hematoma.” 
This was over the signature of Dr. Seletz. On Jan. 19, 
the wife signed a paper which read, in part: “operation 
and anesthetic record . preoperative diagnosis, 
shaving of head.” The wife testified that the papers 
were signed by her in blank. The papers containing 
the diagnosis, however, stated that the signers certi- 
fied that the diagnosis was written in before the opera- 
tion and Dr. Seletz testified that he wrote in the 
diagnosis, that he never operated without writing in 
the diagnosis, and that to the best of his knowledge 
it was written in before the plaintiffs’ signatures were 
attached. The present action was filed Jan. 28, 1954. 
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The defendant contended that the action y 
barred by the one year statute of limitations. The 
plaintiffs, however, contended that the evidence y,, 
not sufficient to sustain the finding that they hac 
knowledge of the facts constituting their cause 
action more than one year prior to the institution 9 
the action. The evidence showed that the informatio, 
conveyed to the plaintiffs by Dr. Seletz before ap: 
after the operation was such that they must hay 
known that the defendant had not made a correc 
diagnosis nor given the wife the care her conditio; 
required, The plaintiffs did not deny that Dr. Seley 
made it clear to them on Jan. 19 and 20 that the de. 
fendant had made an incorrect diagnosis. The statyt: 
began to run when the plaintiffs acquired knowledy 
of the facts constituting their cause of action, The 
physician-patient relation was severed prior to tha 
time and the defendant did nothing thereafter to inter. 
rupt the running of the statute or to estop him from 
relying on it. In the opinion of the court of appeal 
the trial court could not reasonably have found that 
the plaintiffs did not have knowledge of the facts con. 
stituting their cause of action as early as Jan. 19, 1953 
Since the action was not filed until more than a year 
later (Jan. 28, 1954) it was barred by the statute of 
limitations. Accordingly, the judgment of the lower 
court in favor of the defendant physician was affirmed 


Calvin v. Thayer, 310 P. (2d) 59 (Calif., 1957). 


Chemical Tests for Intoxication: Self-Incrimination.- 
From a conviction for driving a motor vehicle while 
under the influence of intoxicating liquor, the defend 
ant appealed to the criminal court of appeals of Okla- 
homa. 

The defendant testified that, following her arrest. 
she was taken to a room in the police station where 
she was told to blow her breath into a balloon, to walk 
a line, to pick up some coins, and to perform other 
manual tests. She said that she thought she had to do 
everything the officers told her to do because she was 
under arrest. She testified that the officers refused to 
allow her to make a telephone call for advice, failed 
to tell her of her right to counsel and to refuse to do 
the things demanded, and did not advise her that the 
evidence could be used against her. The prosecution 
offered no evidence to rebut that of the defendant. The 
court said that a confession of a defendant shown to 
have been induced by hope or promise of benefit or 
through fear is involuntary and inadmissible. The de- 
fendant’s evidence that she performed the tests be- 
cause of fear was not denied and must be given full 
credence. The tests were, therefore, not voluntarily 
performed. 

The defendant contended therefore that the admis- 
sion of evidence as to a drunkometer test and the 
other involuntary tests denied her the privilege against 
self-incrimination guaranteed by article II, section 21 
of the Oklahoma constitution. The privilege against 
self-incrimination, said the court, was established in 
the common law to protect the individual against the 
employment of legal process to extract from his own 
lips an admission of his guilt. The cases from the vari- 
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nus states are uniform in holding inadmissible self- 
incriminating words forced from the lips of an accused 
or forced incriminating writings, but they are not uni- 
form as to evidence obtained by use of bodily fluids 
of an accused gotten either while he was unconscious 
or when he was conscious but against his will. Like- 
wise as to other forms of physical evidence. The rea- 
on for the rule that distinguishes between “real” and 
“physical” evidence is that where evidence is elicited 
from the lips of an accused or by writings, where such 
evidence is given either in fear of punishment or in 
hope of escaping punishment, such evidence is not 
admitted because experience shows that the accused 
is liable to be influenced by these motives, and such 
evidence cannot be relied on as guides to truth. This 
objection does not apply to evidence of the nature 
complained of in the present case, because no hopes 
or fears of the accused could change the physical facts 
one iota. The court therefore held that the admission 
of evidence as to the involuntary tests did not violate 
the defendant’s privilege against self-incrimination. 

The defendant also contended however that it was 
error to allow the officer who performed the drunkom- 
eter test to testify as to the results of the Harger 
color change test, which he obtained from reading the 
gasometer cylinder of the drunkometer, because he 
was not an expert in chemistry and was unable to in- 
dependently work out the formula involved. In a prior 
Oklahoma case it was held that for the results of the 
tests to be admissible there should be the following: 
(1) proof that the chemicals were compounded to the 
proper percentage for use in the machine, (2) proof 
that the operator and the machine were under the 
periodic supervision of one who has an understanding 
of the scientific theory of the machine, (3) proof by a 
witness who was qualified to calculate the reading of 
the machine into the percentage of alcohol in the 
blood. The officer performing the test did not meet 
the third requirement, but that link was supplied by a 
physician who qualified as an expert. This expert testi- 
fied that a person having the amount of alcohol in his 
blood that the defendant had would be under the in- 
fluence of alcohol. 

It must be recognized in giving the tests for the 
alcoholic content of the blood that the color-change 
test of both the Harger drunkometer, and the intoxi- 
meter (Forester) used by the highway patrol and 
mentioned by the defendant, require no knowledge of 
chemistry or mathematics, nor is it necessary to under- 
stand the meaning of the operations in order to obtain 
the percentage of blood alcohol reading. But it does 
require a chemist to make the further tests where the 
dehydrite tube and ascarite tubes are used in case of 
the drunkometer and magnesium perchlorate tube and 
the ascarite tube in case of the intoximeter. And it 
does require an expert witness to testify as to the 
meaning of the readings. That was done in this case. 
Certainly the drunkometer could not be cross exam- 
ined as to the reliability of the reading, but there was 
ample opportunity to cross examine the operator as to 
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whether an unused balloon was used for trapping the 
breath, whether the pipet for measuring the potassium 
permanganate and the separate one for measuring the 
sulfuric acid were clean, and whether the rubber tubes 
connecting the various parts were leak-proof, etc. It 
was only necessary to determine that the machine was 
in working order, that a careful reading was made, 
that the exact amount of chemicals was measured out, 
that the air was shut off at the instant the color change 
took place, and, after a course of instruction, that the 
operator was qualified to make the test in question, All 
this was done, also. 

The court pointed out that it was not holding that 
a drunkometer test, standing alone, would be suffi- 
cient to sustain a conviction. Persons who observed the 
defendant following her arrest testified that in their 
opinion she was intoxicated. There was also testi- 
mony that she staggered off the straight line all four 
times she tried to walk it and that she had great diffi- 
culty in picking coins up from the floor, When given 
the Romberg test she swayed very badly. The court 
concluded that there was ample evidence to support 
the verdict of the jury. The judgment of conviction 
was accordingly affirmed. Alexander v. State, 305 P 
(2d) 572 (Okla., 1956). 


Malpractice: Patient’s Fall from Examination Chair.— 
This was an action for damages for injuries caused by 
the alleged negligence of the defendant physician. The 
trial court sustained the defendant's general demurrer 
so the plaintiff appealed to the court of appeals divi- 
sion 1, Georgia. 

The plaintiff suffered an eye condition which result- 
ed in a partial loss of sight and went to the office of 
the defendant physician for treatment. In treating the 
plaintiff for the condition, the defendant had her sit 
in a chair which could be raised or lowered as desired. 
After placing a medicament in the plaintiff's eyes, he 
raised the chair and left the room. After having been 
left alone for about 30 minutes, the plaintiff attempted 
to get down from the chair, tripped, and fell. It was 
the plaintiff's contention that the defendant, knowing 
she had defective eyesight, was negligent in leaving 
her unattended, in a dangerous and exposed physical 
position, and in failing to warn her against attempting 
to get down from the suspended position without as- 
sistance. 

Section 84-924 of the Georgia Code requires a phy- 
sician to use reasonable care and skill in the practice 
of his profession, and ordinarily the question of wheth- 
er a physician has used that degree of skill is a ques- 
tion for the jury. However, said the court, where from 
the allegations of the plaintiff's petition it is palpably 
clear that the injuries complained of were not caused 
by the failure of the physician to use reasonable care 
and skill but rather from the independent act of the 
plaintiff, the question should be decided as a matter 
of law where a timely general demurrer has been filed. 
The judgment of the lower court was accordingly 
affirmed. Robinson v. Campbell, 97 S.E. (2d) 544 (Ga., 
1957). 
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AMERICAN MEDICINE ABROAD— 
TANSEN, NEPAL 


Lou Hazam 


This is the third of a series of on-the-scene reports 
from the “March of Medicine” production team, which 


is traveling around the world to film an hour-long tele- . 


vision program on the work of American doctors 
abroad—the services they perform, the conditions they 
face, the personal satisfaction they receive in their un- 
official roles as America’s medical diplomats. The au- 
thor, Mr. Lou Hazam, has written all but one of the 
“March of Medicine” scripts since the series started in 
1952. In this article, he tells of the dedicated work of 
Dr. Carl Friedericks in Tansen, Nepal. Also on the 
“March of Medicine” itinerary are such places as Hong 
Kong, Sarawak, Burma, Korea, India, Ethiopia, Leb- 
anon, Turkey, and Guatemala. The program, sponsored 
and produced by Smith, Kline & French Laboratories 
in cooperation with the American Medical Association, 
will be seen in color next spring over the NBC tele- 
vision network.—Eb. 


There is a good chance that we have found the 
American doctor who is serving in the most remote 
and inaccessible region of the world. We believe that 
that doctor is Dr. Carl Friedericks whom we visited in 
Tansen, Nepal. 

North of India, in the towering foothills of the 
earth's highest mountains, the Himalayas, Dr. Fried- 
ericks cannot be reached by plane, train, car, or boat— 
but only by days of the most arduous climbing over 
steep and primitive mountain trails, fording streams, 
and crossing plains . . . two days, at least for the un- 
initiated, from the small, thatch-roofed town where 
the last conveyance, a rickety bus, deposits you. 

First, to come by the route we followed, one must 
fly over the chain of mountains known as the Maha 
Bharat range to reach the capital of Nepal, which is 
Katmandu. This is an experience in itself. Recently, 
when late out of Burma I sought to rejoin the Smith, 
Kline & French “March of Medicine” crew which had 
already preceded me there, it called for rising at dawn 
in Calcutta, boarding an Indian Airlines plane, and 
setting out for an ancient crossroad of civilization, 
dating back to the time before Christ, known as Patna. 
Here the idea was to board another plane for Kat- 
mandu. In the sweltering heat of the airport, one 
waited three and a half hours for this departure, and 
finally—piloted by two handsome bearded Indian pilots 
—took off and pointed to the north. 

What followed was, in a sense, a bright nightmare. 
All went well until we reached the mountains that 

since the dawn of man had stood as a formidable 
barrier between India and its neighbor. In vain did the 
pilot, skirting between the towering cliffs, seek to find 
his way over them, only to be frustrated by the mist 
that overhung them, hiding the highest peaks. He 
circled and tried again and again, to no use. Finally, 
he turned and made his way to an “airport” nearby. 
Airport? It was a flat field, with no runway, covered by 
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solemnly grazing cattle. Undeterred, the pilot put his 

plane down with a jolt, as the cattle, frightened by 

the noise, ran for cover as we rolled in the direction of 

a thatched adobe structure that I supposed was the 

“terminal.” 

The faces of the people who quickly collected were 
strange and fascinating. We remained there for about 
10 minutes, and then, as the rain began to fall in huge 
droplets, the pilot cried “Let's go!” It was easy to 
understand why, for if we stayed much longer we 
would be mired in a sea of mud and never be able to 
take off. Quickly he pulled out the stones he had 
placed under the wheels of the plane, and with a roar 
we were air-borne again. 

This time it was clearing “upstairs.” The plane 
banked in the direction of the mountains that loomed 
ahead and we now were apparently going to challenge 
them. In a moment tlhiey were on either side of us... 
ridge after ridge rising far above the wings of the 
plane in a succession of obstacles. Picking out a sort 
of valley path, the pilot wound his way through them, 
turning a corner occasionally and entering another 
pass, as all the while there unfolded all around us the 
most striking scenic grandeur—a splendor that was so 
all-enveloping, that one forgot to be afraid. At last we 
came over terraced slopes, planted to their very peaks, 
and then with a swoop we were over the major valley 

. the fertile plain, once a lake bed, on which the 
capital city of Katmandu had stood for centuries, and 
now appeared to come rushing toward us. 

This much, compared to what was to follow later, 
was nothing. Only I did not know it then. Plans had 
already been made to depart for Tansen the following 
morning to film the medical work of Dr. Carl Fried- 
ericks. I had arrived just in time to secure a visa and 
join the party. (Yes, in Nepal one needs a visa to move 
from the Katmandu region to another part of the 
country. In short, one needs a visa to travel within the 
borders of the same country!) Preparations were sig- 
nificant. Food, water, bedding, mosquito nets, guide— 
all had to “laid on” before venturing forth into the 
very special world that lay ahead. I stood innocently 
by, suspecting nothing. We were to divide our crew. 
Two were to remain behind—Charles Paulton, our 
sound engineer, for lack of batteries and the difficulty 
of hauling his equipment in any case; and Mike Oppen- 
heimer, our associate producer, to clear the way for 
future travel. Making the trip to Tansen were to be 
David Lowe, our producer, Ian Struthers and Geof- 
frey Gurrin, cameraman, and myself. 

Next day, again at the crack of dawn, we took off 
from Katmandu for Pokhara. Once more—this time 
seated on bucket seats, the baggage piled at our feet— 
we rose from the valley which soon spread out below 
us and headed for the hills, which gradually grew 
more forbidding. After 30 minutes or so we reached 
and put down at: Pokhara to deposit passengers and 
take on others, plus more baggage. Again the heat— 
suffocating. In a short while we emplaned once more, 
and this time, once we were up, the mountains put on 
a real show! 

Apparently what we had been referring to as moun- 
tains before must have been merely giant molehills. 
For suddenly the clouds cleared, and there behind 
the highest dark range towered the hugest snow cov- 
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ered peaks I had ever seen . . . monster-sized moun- 
,,ins that sent a wave of excitement through the whole 
plane 
“There, look quickly,” cried the steward. “Anna- 
purna! 

{nnapurna—26,492 ft. high! Was not this the moun- 
jin that struck fear inta the hearts of even the most 
courageous mountain climbers? I wondered what mad- 
ness had brought us anywhere near it, and while | 
tried to enjoy the view as long as it lasted, I was 
somewhat relieved when the clouds pulled their first- 
act curtain over it again. 

And now we were at our last plane stop, Bhairahwa. 
Here was a village with the faint shadow of a road 
snaking away from the airport. We were still miles 
from our starting place, and what was needed now was 
a bus to carry us as far as it could, i. e., as far as roads 
went, betore we set out by foot. Fortunately, Dr. 
Friedericks had received news of our plans by govern- 
ment wireless from Katmandu, An emissary, Earl 
Schmidt, long, strong, and lanky, showed up with a 
bus which must have been discarded by the Smith- 
sonian Institution as too old, dating back most cer- 
tainly to the beginning of the motor age. We piled in, 
not without doubts, and after some hand-cranking 
and motor coughing, we set off with four drivers! 
(I learned en route what they were for. One cleared 
the road of stony obstructions and tested the bridges; 
another constantly ran ahead to the nearest stream of 
water to fill the radiator; and the third spelled the 
driver and kept the motor lubricated with oil. ) 

It was a journey none of us will ever forget, and 
its end was as full of surprises as its beginning. For 
the village at which we ultimately found ourselves 
was huddled at the foot of mountains that almost sur- 
rounded it. Here in Butwal we were to move our 
luggage from the bus to the backs of porters, moun- 
tain climbers almost from the day of their birth. 

To see these wiry men pack, to watch them lift the 
huge loads to their backs, supported by a strap that 
passed over their foreheads and then actually bend 
under the load and walk with the pack intact, left 
us all weak. So began the trek. 

Never, as long as memory remains with us, will the 
two days that followed be lost to our family and 
friends. We were all city-born, desk-broken. To walk 
even to our cars was an effort. Now we were taking 
on mountains. The land rose gradually at first, then 
abruptly. Carefully we picked our way along, armed 
against the heat by big black umbrellas we had 
thoughtfully purchased on the way. In a matter of 
moments we left the last semblance of town behind 
is and were now enveloped, as the home-sitting poets 
put it, in the arms of nature. 


And such arms! Stones the size of houses . . . paths 
suitable only for mountain goats . . . deep gorges. . . 
rushing mountain streams to be forded . . . and in- 


cvitably ahead, more of the same . . . and always up 

. up. Worn and weary beyond previous experience, 
the first night on the trail we spent in a rude hut where 
a nice woman, decorated by rings in her nose and gold 
jewelry in her ears, made us a Nepali dinner—hot as 
the chili of Mexico. We stretched out on mats under 
mosquito nets and slept until dawn. 
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Again we continued on, crossing another high ridge 
that called for not looking over the side while we 
walked. The scenery must have been beautiful, but 
with our eyes mostly on our feet, we missed a great 
deal of it. At one point we were met by a groom and 
horse, sent to us by Dr. Friedericks, We took turns 
with this sure-footed animal, and in time hired the 
services of two more we came across in a mountain 
village preparing to make the crossing with sacks or 
rice. As the day wore on, again and again we paused 
for breath and water. We used a Swiss filter pump to 
make the water drinkable and chlorine pills to kill 
the bacteria. 

We finally entered a great plain planted with rice 
Here and there a farmer urged on his water buffalo, 
pausing only momentarily to stare at the strange pro- 
cession that passed him. At last, there loomed before 
us, still some miles ahead, the city of Tansen, hugging 
the mountainside in the distance. At first we dispaired, 
then took courage and moved on—not with “renewed 
vigor,” however, for we had little vigor left. We 
camped at the base or the final hill and rested for an 
hour. And then we turned to face the last hurdle, an 
incline that appeared to rise straight up at a 90 degree 
angle. 

It was our great good fortune that, when we had 
barely begun to climb this hill, Dr. Friedericks, astride 
a grey horse, appeared with a shout and a hello. A 
true gentleman, he dismounted—after our greetings 
were over—and insisted on one of us taking over his 
animal as he himself walked alongside. It did not 
take much persuading. 

The above saga is recounted here simply to demon- 
strate the remoteness of the place that Dr. Friedericks 
has chosen to practice medicine. Now as to the man 
himself. . . . 

Carl Friedericks calls Reading, Pa., home. He is 36 
vears old, and graduated the University of Pennsyl- 


vania Medical School in 1945, under the wartime 


accelerated program. He interned at the Robert Packer 
Hospital at Sayre, Pa. After a short jaunt with the 
Army (“I’m afraid my Army service was plush. | only 
fought the battles of New Jersey, Texas, and Califor- 
nia”), he went to China on October, 1947, to Canton 
and Yeoung Kong, as a medical missionary. By June 
24, 1950, he was out again. 

“The Communists had come in the previous October 
—nine months before,” he said. “It was just obvious 
that I was a handicap to the people. In addition to 
the personal danger that seemed to threaten, I was 
lonesome for my family that I had sent out earlier- 
to Korea to be safe! And being American, I was a 
source of embarrassment to my friends and hospital 
staff—it was becoming difficult for them to deal with 
me.” 

And so Dr. Friedericks moved from China to India, 
where he remained a year and a half. During this 
time, he took his first trip to Nepal with Dr. Robert 
Fleming, an ornithologist who had been there previ- 
ously on a bird-collecting expedition for the Chicago 
Natural History Museum. It was while he was on this 
trip that he saw the tremendous needs of the people 
medically. Several influential citizens requested him 
to start a hospital there. Application was made to the 
government, and when he returned to the States again 
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in April, 1952, the matter was jointly considered and 

approved by the Presbyterian and Methodist missions. 

He came back to stay in June, two years later, under 

the auspices of the newly formed United Mission to 

Nepal. 

“L had some small equipment I brought up with me,” 
he recollected for us. “I ord. some other supplies 
and some medications, and while that was in the proc- 
ess of coming (it takes things three months to get 
here) I had a little bit of stuff—plus a microscope or 
two—to get started with.” 

“What did you do to start?” 

“I collected some boys, the equivalent of our high 
school students, and a compounder, who corresponds 
somewhat to our pharmacist at home, and began train- 
ing them in the basic sciences and in rudimentary 
nursing procedures, including training in laboratory 
techniques and public health. Later on my first mis- 
sionary nurse came and took over the training in 
nursing. We opened for business the first of Septem- 
ber, 1954.” 

Hospital and home for Dr. Friedericks was a rented 
building—“the biggest building in town with water on 
tap’—with which he was making do until a new hos- 
pital he was building of adobe brick was completed. 
His practice? 

“Routine clinical practice plus some surgery. I’ve 
taught my compounder how to give anesthesia.” 

The people had practically no experience with 
modern medical practice until the doctor arrived— 
especially surgery. From Gorakhpur in northern India, 
80 miles away, to Tibet and beyond (who knows?) 
there was no modern hospital service available to 
them before. 

His patients represent a cross section of the cem- 
munity: Magars, village folk; Newars, early town set- 
tlers; Gurungs; Gurkhas, the warrior class; Brahmins, 
the highest caste; and occasional Tibetans. They are 
extremely conservative, and the later arrival of an Eng- 
lish lady physician, Marjorie Foyle, helped consider- 
ably in treating the female patients. (When we were 
there, Dr. Foyle was in India on leave. ) 

We asked the doctor what diseases seemed most 
common in his area. 

“Our major problem, as in most of Asia, consists of 
infectious diseases of all kinds. We have widespread 
cases of amebic dysentery. Tuberculosis is another seri- 
ous problem—all kinds of tuberculosis. We get malaria 
cases from the valley below, but rarely from our im- 
mediate region. We also see cases of roundworms and 
hookworms and other intestinal parasites . . . a lot of 
general infection of wounds, that become infected due 
to neglect . . . and the usual injuries—people kicked by 
horses, or falling from trees, etc.” 

“Surgery?” 

“Bladder stones are very common. Intestinal ob- 
structions, sometimes. Quite a bit of bone surgery. And 
skin graft work, too . . . since they commonly build 
fires on the floor and let the children play close by un- 
attended. But I’ve had only one appendix case since 
I’ve been here!” 

He took us down and showed us the hospital itself. 
It was a 10-bed hospital occupying the first-floor area 
just below the doctor's living quarters. Its appoint- 
ments were very primitive. It was strictly a case of 
make-do, the best one can until the new hospital is 
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ready, Empty oil tins served as bedstands. Royo} 
wooden frames, webbed, formed the beds. Lig!its y hed 
kerosene lamps, when they needed to be pressed in: 
service, for every drop of oil was precious, having , 
be carried by foot over the same mountains and plain; 
we had traveled. He was proudest of his x-ray my. 
chine, and the gasoline-operated generator he ture: 
on when he wanted to use it. We saw the following 
patients: A very badly burned man who had run int 
a blazing house to save his goods, a severe case oj 
hookworm and tuberculosis of the bone, combined. , 
case of severe dysentery, a boy of about 10 who had 
broken his arm in a fall, and a case of Kala-azar “black 
fever’—a parasite disease, carried by the sandfly, jp 
which the spleen and liver are affected and become 
enlarged. 

Later I accompanied the doctor on a house visit 
which he makes rarely for lack of time. We found « 
member of the family waiting for us outside the door 
We saluted him by placing the palms of our hands 
together and raising them to our face, and entered, 
mounting a flight of stairs. 

“This family is comparatively well-to-do,” explained 
the doctor as we went up. We took off our shoes at th 
open entrance of the room and went in. The patient, an 
elderly woman, was lying on a mat on the floor. There 
was no furniture about. The doctor squatted down. 
and after hearing from patient and family, examined 
the mother. 

“There's an obstruction of the urethra,” he said. “I'l 
have to have her over to the hospital to do any good. 

He made this clear to the patient and the assembly. 
and as we prepared to leave they brought in a younger 
woman who had had a tooth removed. The doctor 
soon learned that she had apparently been given peni- 
cillin to which she had had a reaction, The doctor 
advised her to stop taking the penicillin and we took 
our leave. 

As we turned down the cobbled street toward home. 
the doctor said: 

“They know about penicillin and streptomycin. 
They ve found out about them somehow. We do get 
a few wandering drug sellers up this way. But what 
they don't know is how to use them properly. The\ 
don’t know that improperly prescribed, they can often 
be harmful instead of helpful.” 

We spent about four days in Tansen, seeing not @ 
single wheeled vehicle of any kind the whole time we 
were there. We filmed the doctor as he treated his 
hospital patients, left the hospital to visit a nearb) 
public school for his annual examination of the chil- 
dren, and, finally, with the arrival of long-awaited sup- 
plies, followed him out to a native village in the cholera 
area to inject the population for protection. 

“If I can prevent one year’s outbreak of cholera in 
one village,” he said, “then I’ve really accomplished 
something.” 

Thus, for the “March of Medicine’s” hour-long tele- 
vision report on American doctors the world over, we 
will bring back the story of perhaps the most remote 
of our American doctors—a man whose trail can be 
followed through the birthplaces of his family. He 
himself was born in Germany, his wife in Korea. 

“Richard was born in Reading, Pa., Charles in India, 
and James, our youngest, in Nepal. James, as far as we 
know, is the first American to be born in Nepal.” 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Incidence of Chronic Pulmonary Disease Among Pa- 
tients with Esophageal Disorders. J. R. Vivas and E. D. 
Palmer. Dis. Chest 31:568-574 (May) 1957 [Chicago]. 


Chronic pulmonary disease is a threat in patients 
who have an esophageal lesion that causes esophageal 
retention or transcardial reflux. The conditions arous- 
ing most interest in this respect are achalasia, diver- 
ticulosis, chalasia, hiatus hernia, esophageal foreign 
body, and stricture. Pulmonary involvement seems to 
result from periodic unrecognized aspiration of ma- 
terial from the esophagus. Presumably, this is largely 
anocturnal affair, or at least recumbency favors migra- 
tion of esophageal contents. The severity of pulmonary 
disease encountered in some instances of achalasia 
and of esophageal diverticulosis has been disturbing, 
and more information is needed on the incidence of 
both clinical and subclinical pulmonary disease in all 
esophageal abnormalities, both those of a retentive 
nature and those causing dyskinetic effects. The rec- 
ords of inpatients discharged from the Walter Reed 
Army Hospital during the calendar year of 1954 with 
diagnoses which included an esophageal disease were 
reviewed, but those with esophageal varices only were 
not included. There were 68 in this series. In order to 
include patients whose illness was not serious enough 
to require hospitalization, 32 additional outpatient 
records were selected at random to bring the total 
number to 100. 

The group included 65 males and 35 females, rang- 
ing in age from 12 months to 89 years. Chronic pul- 
monary disease was found in 22 patients, that is, in 2 
of 42 patients with hiatus hernia without secondary 
esophageal change; in 4 of 13 with diverticulum of 
the esophagus; in 2 of 12 with subacute erosive esoph- 
agitis without hiatus hernia; in 6 of 8 with achala- 
sia; in 3 of 7 with subacute erosive esophagitis with 
hiatus hernia; in 2 of 3 with carcinoma of the esoph- 
agus; in 1 of 3 with Zenker’s diverticulum; and, 
whereas both of the patients with esophageal stricture 
due to swallowing lye had chronic pulmonary disease, 
none of the 10 patients with other forms of esophageal 
strictures showed pulmonary involvement. These 10 
included 6 with stricture secondary to esophagitis, 3 
with congenital stricture, and 1 with radiation stric- 


The place of publication of the periodicals appears in brackets 
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ture. This study was undertaken not to prove cause 
and effect relationship but to bring out the high inci- 
dence of transadital aspiration type of pneumonitis in 
esophageal disease. 


Experience with Anticoagulant Treatment. V. Debene- 
detti and M. Ravera. Minerva med. 48:1160-1165 (April 
7) 1957 (In Italian) [Turin, Italy]. 


The authors report on the results of anticoagulant 
therapy in 390 patients treated for a total of 11,469 
days. Eighty-seven patients had myocardial infarction; 
131, phlebitis and thrombosis; 27, cerebral throm- 
bosis; 41, pulmonary embolism; 19, coronary insuffi- 
ciency; 48, cardiopathies with decompensation; and 
37, arteritis. The treatment was always started with 
heparin and continued with Dicumarol. The best re- 
sults were obtained in patients with phlebitis and 
phlebothrombosis, pulmonary embolism, myocardial 
infarction, and in many patients with heart failure. 
The authors used Quick’s test for the control of the 
prothrombin level. Severe hemorrhage can be avoided 
if the test is used regularly and on fresh samples of 
blood. Severe hemorrhage occurred in 3 patients but 
was checked by suspension of the administration of 
the anticoagulant and with intravenous injections of 
vitamin K,. Thirty-six minor hemorrhages were 
checked by diminishing the dose of the anticoagulant. 
There is no risk in a well-controlled treatment. Anti- 
coagulant therapy is indicated for the prevention and 
treatment of postoperative complications which are 
mainly of a thromboembolic nature. 


Preliminary Report on Long Term Treatment of Car- 
diosclerosis with Dicumarol. K. K. Bengtsen and 
G. Aspenstrém. Acta med. scandinay. 157:217-222 
(No. 3) 1957 (In English) [Stockholm]. 


Dicumarol was given to 82 selected patients with 
myocardial infarction and to those with angina pec- 
toris for an average time of 14.5 months. Severe cases 
and poor-risk patients were relatively numerous. No 
thromboembolic complications occurred in the 62 pa- 
tients who are still receiving treatment. The death 
rate due to cardiac disease was 9.8% within the first 
year and 7% during the second and third years of 
treatment with Dicumarol, whereas the death rate of 
untreated patients with myocardial infarct or angina 
pectoris appeared to be 15 to 18% within the first year 
after diagnosis and about 9% during the following 2 
years. Treatment was discontinued in 12 patients. One 
died from cerebral embolism and 4 had various throm- 
botic complications. It is suggested that these compli- 
cations were due to the sudden withdrawal of the 
drug. Of 72 patients with angina pectoris 46 felt im- 
provement, but this cannot with any certainty be 
ascribed to the anticoagulant. Hemorrhagic complica- 
tions were rare and easy to control. For long-term 
therapy smaller doses of Dicumarol might be effec- 
tive. Differentiation between good-risk and poor-risk 
patients should be made. The patients classified “stress 
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hyperreactors” with regard to the coagulability of 
their blood will benefit the most from treatment with 
Dicumarol. Prolonged anticoagulant therapy does not 
yet incontestedly appear to be superior to other 
therapy for some types of cardiovascular disease. 


The Arterial Hypertension of Chronic Mercury Poison- 
ing. F. Gobbato, G. Scansetti and F. Capellaro. Mi- 
nerva med. 48:1209-1216 (April 11) 1957 (In Italian) 
[Turin, Italy]. 


The relation between prolonged occupational ex- 
posure to mercury and various cardiovascular-renal 
findings was investigated in 28 workmen. Their ages 
ranged from 26 to 67 years, and the periods of ex- 
posure from 6 to 45 years; all manifested some degree 
of chronic mercurialism and were receiving compen- 
sation for disabilities ranging from 21 to 100% of their 
normal working capacity. Within this limited group 
the systolic blood pressure was found to increase 
much faster (2.42 mm. Hg per year) after age 40 than 
it does in the general population (0.433 mm. Hg per 
year). The same was true for the diastolic pressure. 
Statistically significant positive correlations were 
found (a) between systolic blood pressure and dura- 
tion of exposure to mercury and (b) between diastolic 
pressure and severity of symptoms of intoxication. 
Data on the velocity of the pulse wave in the aorta, 
on cardiac output, on renal blood flow, and on urea 
clearance were obtained in 12 subjects, and electro- 
cardiograms from 15 have been analyzed in detail. 
From these and other data it is concluded that altera- 
tions of renal function directly attributable to chronic 
mercurialism are infrequent and that when renal 
alterations do occur they are probably the usual local 
effects of a general arteriosclerosis. The hypertension 
can be explained as originating in the central nervous 
system. The organic lesions known to occur in the 
nervous system can involve the central mechanism 
that regulates blood pressure, and they suffice to ex- 
plain the neurological, emotional, and vascular phe- 
nomena of chronic mercurialism. 


Effects of Aldosterone on Water, Electrolyte, and 
Nitrogen Metabolism in Addison’s Disease. R. M. 
Salassa, H. L. Mason, V. R. Mattox and others. Proc. 
Staff Meet. Mayo Clin. 32:201-212 (May 1) 1957 
[Rochester, Minn.]. 


Aldosterone has been isolated, structurally identi- 
fied, and synthesized in the last several years. This 
potent sodium-retaining steroid has been found in 
adrenal and systemic venous blood and in the urine. 
Studies not only indicate that aldosterone is more 
potent than desoxycorticosterone acetate in causing 
sodium retention and potassium excretion but also 
suggest that there are other significant differences. 
Whereas earlier work with aldosterone suggested that 
the administration of this steroid would not result in 
edema and excessive retention of sodium, later reports 
indicated that in doses of about 1 mg. per day for 6 
days aldosterone would cause retention of salt and 
water with mild edema and increase of intracellular 
fluid. The authors gave aldosterone to 3 patients who 


J.A.M.A., Aug. 31, 1957 


had adrenocortical hypofunction and observed 4}, 
effects of moderate and relatively large doses of 4}, 
steroid on electrolyte and nitrogen balance, total hog, 

water, exchangeable sodium, and blood elec: rolytes 
They found that aldosterone is capable of correcting 
the electrolyte and water imbalances associated wii} 
Addisonian crisis and of maintaining electrolyte },). 
ance in patients who have adrenocortical hypofun¢. 
tion. The daily intramuscular administration of 400 o, 
800 meg. of aldosterone for 7 to 14 days resulted in jp. 
creased exchangeable sodium, increase of total bod 
water, increase of extracellular fluid space, and deyel. 
opment of mild edema. No hypertension, alkalosis, o; 
change in pigmentation was observed during the ad. 
ministration of aldosterone, and there was no sig. 
nificant change in nitrogen balance. These studies jp. 
dicate, as do previous observations by others, that 
large quantities of aldosterone are needed before on 
‘an produce and study the full picture of hyperaldo- 
steronism in man. 


Thalassemia Minor: Experience with 50 Consecutive 
Patients. M. B. Burris and R. Barzilai. J. Florida M. A. 
43:1204-1206 (June) 1957 [Jacksonville]. 


The authors report on 50 patients with thalassemia 
minor referred to the section on hematology at the 
Ochsner Clinic in New Orleans. Nine of the patients 
were of Anglo-Saxon, 3 of French, 30 of Italian, 4 of 
Spanish, and 4 of Greek descent. Most of the patients 
were from the southern states. Only 10 had a hemo- 
globin level of less than 9.5 Gm. per 100 cc. In most 
of the patients the hemoglobin level ranged from 1( 
to 13.5 Gm. per 100 cc. The red blood cell count 
ranged from 3,200,000 to 7,000,000 per cubic milli- 
meter. Reticulocytes were elevated above 2% in 19 
patients, the highest count being 7%. The bilirubin 
level was elevated in only 2 of the 10 patients in whom 
it was determined. The degree of anisocytosis, poiki- 
locytosis, and microcytosis was variable and did not 
correlate well with the level of hemoglobin. Patients 
with symptoms attributed to anemia frequently had 
these symptoms first on reaching some period of emo- 
tional stress well after maturity. In many the symp- 
toms first appeared after anemia had been recognized 
and the patient had undergone a prolonged period of 
futile treatment. Thirty-four patients had been treated 
for periods up to 10 years with iron, vitamins, cobalt. 
and liver with or without other indications. Although 
such treatment is not physically harmful, with the 
possible exception of excessive iron or cobalt, those 
who were treated most energetically had the most 
severe functional complaints. There were no positive 
physical findings other than a variable degree of 
pallor and a palpable spleen in 13 of the 50 patients. 

Thalassemia minor is frequently overlooked as a 
cause of microcytic anemia. Characteristically the 
mean corpuscular volume is low, the mean corpuscular 
hemoglobin decreased, and the mean corpuscular 
hemoglobin concentration normal or slightly below. 
There is increased resistance to hypotonic sodium 
chloride solution. Reticulocytes are normal or mod- 
erately increased. Indirect bilirubin is normal or 
moderately increased. The bone marrow shows an 
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crease in normoblasts. The serum iron level is ele- 
vated. and the iron-binding protein is saturated. Of 
vreat diagnostic significance are similar hematological 
fndinys in one of the parents. The disease is not in- 
frequent among the Mediterranean races, is seen oc- 
casionally in patients of other racial extraction, and is 
not rare in the southern part of the United States. The 
diagnosis is not difficult to make once the condition 
is considered. Before their admission to the hema- 
tological department, anemia had been previously 
recognized in 39 of the 50 patients, although the diag- 
nosis of thalassemia minor had been considered in 
only 4. Ordinarily the anemia causes no symptoms or 
only mild complaints. Unrelated functional complaints 
are common. 


Treatment of Lupus Erythematosus with Antimalarial 
Drugs. M. H. Foss. Tidsskr. norske leegefor. 77:341-344 
(April 15) 1957 (In Norwegian) [Oslo]. 


During the last several years, Resochin therapy has 
been the standard method of treatment applied in the 
Rikshospital in the chronic discoid form of lupus erythe- 
matosus. The substance was usually given in doses of 
(.25 Gm. twice daily for a week, then 0.25 Gm. daily. 
The treatment lasted for from 1 week to 22 months, 
average time, 16 weeks. Follow-up of 57 patients (19 
men, 38 women), aged between 30 and 60, with 
chronic discoid lupus erythematosus treated in the 
dermatologic department of the hospital in 1955 
showed a complete regression in 20 cases, in 14 of 
which subsequent relapse occurred; improvement in 
24; no response in 12; and aggravation in 1 case. Side- 
effects were seen in 21 cases. The treatment had to be 
discontinued in 9 cases but could be resumed in 4. 
Great caution is called for in the use of Resochin in 
treatment of systemic lupus erythematosus; if it is 
applied in such cases, combined treatment with corti- 
sone is advised. 


Technic of Controlled Drug Assay Illustrated by a 
Comparative Study of Rauwolfia Serpentina, Pheno- 
barbital and Placebo in the Hypertensive Patient. 
A. P. Shapiro and H. C. Teng. New England J. Med. 
256:970-975 (May 23) 1957 [Boston]. 


A technique for controlled drug assay applied to a 
comparison of Rauwolfia serpentina and phenobarbital 
in a group of 144 ambulatory patients with mild to 
moderately severe hypertension is described. The pa- 
tients were divided at random into 3 groups of 48 each 
and given alseroxylon (Rauwiloid), phenobarbital, and 
placebo respectively. Most of the patients were told 
that a new medicament was being given them, but 
they were not informed of its nature. The physicians 
in the clinic had no knowledge of which preparation 
a given patient was taking. The patients were not as- 
signed to any one physician in the clinic, to ensure 
randomization study of the effect of the doctor-patient 
relation. Psychotherapeutic measures were avoided as 
much as possible. Sixteen patients did not return to 
the clinic after the initial visit. The average duration 
of treatment was approximately 30 weeks, identical 
tor each group. In 1 patient receiving Rauwiloid a 
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subarachnoid hemorrhage developed, and he died. 
Improvement in over-all function was noted in about 
a third of the patients receiving placebo and Rauwiloid 
and in more than a half in the group given pheno- 


barbital. However, there was no difference in effects: 


on headache and cardiovascular symptoms. Side-effects 
were found in 30% of the patients given placebo, in 
62% of those given Rauwiloid, and in 43% of those 
receiving phenobarbital. Rauwolfia alkaloids produce 
a slight but definite decrease in peripheral resistance. 
The tendency to weight gain, evoked by the Rauwolfia 
alkaloids, and their production of various troublesome 
side-effects may outweigh the hypothetical benefits 
derived from their quite modest effect on peripheral 
resistance. Phenobarbital sedation is capable of de- 
creasing blood pressure to a lesser degree but with 
less intense side-effects, no weight gain, and a more 
intense feeling of well-being in the hypertensive pa- 
tient. The experimental design employed in this study 
is recommended for use in similar drug assays. 


Spontaneously Regressive Enlarged Mediastinal 
Lymph Nodes in the Adult: On the Basis of 12 Cases. 
]. Leménager, J. Porin and J. Rousselot. Semaine hép. 


Paris $3:1526-1535 (April 20) 1957 (In French) [Paris]. 


The increasing use of routine radiologic examina- 
tions has led, in recent years, to the discovery in many 
persons, usually anergic to tuberculin, of enlarged 
mediastinal lymph nodes that cause no symptoms and 
that regress spontaneously after periods varying from 
a few weeks to a few months. The benign nature of 
the enlargement cannot be immediately affirmed, be- 
cause Brill-Symmers disease in its initial phase may 
be characterized by a mediastinal lymph-node tumor 
that later becomes secondarily malignant. The follow- 
up in an appreciable number of cases, however, has 
been long enough to justify the recognition of a group 
of benign conditions of the mediastinal lymph nodes 
that progress spontaneously and definitively to cure. 
The origin of these conditions has not yet been deter- 
mined, but 3 principal causes have been suggested: 
bacterial or viral infection, tuberculosis, and Besnier- 
Boeck-Schaumann sarcoidosis. 

Tests designed to reveal the presence of infection 
usually produce negative results, although it has been 
possible in a few instances to identify a specific virus. 
Thus ornithosis was discovered in one patient, another 
had infectious mononucleosis, and in others cat-scratch 
fever and benign postvaccinal lymphoreticulosis were 
demonstrably present. The infrequency, however, with 
which proof of viral infection can be obtained in pa- 
tients with apparently benign mediastinal lymph-node 
enlargement has led investigators to turn their atten- 
tion chiefly to tuberculosis and Besnier-Boeck-Schau- 
mann sarcoidosis as possible causes of the enlargement. 
The tuberculin anergy usually found in the patients is 
not incompatible with the presence of tuberculosis, 
because tuberculin-induced reactions are sometimes 
very slight and inconstant even in patients with genu- 
ine tuberculosis. The discovery of lymph-node or pul- 
monary tuberculosis does not exclude the possibility 
of sarcoidosis, since the two conditions may coexist. 
Several workers have suggested that the enlarged 
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lymph nodes are in reality purely mediastinal forms 
of Besnier-Boeck-Schaumann sarcoidosis and that the 
polyvisceral character of the disease will become evi- 
dent later on in other parts of the body. The possibility 
that sarcoidosis may be present in these patients 
should be kept in mind, but, because of the frequency 
with which spontaneous regression of the enlarged 
lymph nodes takes place and because of the appar- 
ently benign nature of the condition, even when the 
enlargement shown by the x-ray examination is strik- 
ing, a diagnosis of sarcoidosis or tuberculosis should 
not be made without adequate histological or bacteri- 
ological proof. Similarly, the mere fact that the medi- 
astinal lymph nodes are enlarged should not be 
regarded as justifying immediate x-ray treatment. 


Diagnostic Difficulties During the Simultaneous Oc- 
currence of Tuberculosis and Bronchogenic Car- 
cinoma. T. A. J. Kroon, J. G. Roosenburg and H. 
Deenstra. Neder. tijdschr. geneesk. 101:822-824 (May 
4) 1957 (In Dutch) [Haarlem, Netherlands]. 


The histories of 5 patients are presented that demon- 
strate the difficulty of detecting a bronchogenic car- 
cinoma in a patient with pulmonary tuberculosis. The 
authors emphasize that the possibility of the simul- 
taneous existence of a pulmonary carcinoma should 
be considered in all patients with pulmonary tubercu- 
losis who are over 40. An unusual course of tubercu- 
losis, an enlarging focus, the development of an ob- 
structing infiltration, or the fact that there are not 
many tubercle bacilli demonstrable in the presence of 
a cavity should raise the suspicion of the presence of 
a pulmonary carcinoma. 


The Vascular Complications of Diabetes Mellitus: A 
Clinical Study. J. W. Bryfogle and R. F. Bradley. 
Diabetes 6:159-167 (March-April) 1957 [New York]. 


Vascular disease has increased in importance in pa- 
tients with diabetes mellitus since the introduction of 
insulin has reduced the incidence of coma and infec- 
tion as causes of death and thereby increased the life 
expectancy. The authors investigated 394 diabetic pa- 
tients, selected regardless of age or duration of 
diabetes for the presence of 4 vascular complications: 
diabetic retinopathy, diabetic nephropathy, peripheral 
vascular disease, and arteriosclerotie heart disease. At 
least one of these vascular lesions was found in 49.5% 
(195 patients). In almost one-half of these, more than 
one type of vascular complication existed. After 20 or 
more years of diabetes, 87.5% of these patients had 
one or more vascular complications. Retinopathy was 
most frequently seen, being present in over 50% of 
those with diabetes for 10 to 15 years and in more than 
84% of those with diabetes for 20 years or longer. 
Diabetic nephropathy was present in approximately 
10% of all patients and in 24% of those with diabetes 
for 15 years or more. Peripheral vascular disease was 
noted in 15.7% of these diabetics. Arteriosclerotic 
heart disease was present in 18.5% of the entire series 
and in 26.5% of those beyond age 39. Angina pectoris 
and myocardial infarction were present in 12.3 and 
11.3%, respectively, of patients over the age of 39. 


: 
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When more liberal criteria were used, the likely ing, 
dence of arteriosclerotic heart disease was 56.2% at 
age 40 or more and for those aged at least 50, 66 4° 
The most characteristic diabetic vascular lesions, yey, 
nopathy and nephropathy, were related chiefly to ¢), 
duration of diabetes. Arteriosclerotic heart disease gy, 
peripheral vascular disease, which are less specific fp, 
diabetes, were related in their incidence both to th 
age of the patient and to duration of diabetes. 


Epidemic Rheumatic Fever: Problems in Control at , 
Recruit Training Base. B. M. Reen, N. Schalet ay 
H. B. Houser. U. S. Armed Forces M. J. 8:802-8) 
(June) 1957 [Washington, D. C.]. 


The exact nature of the relationship between grow 
A streptococcic infections and rheumatic fever has no} 
been established. It has been shown that first attack 
of rheumatic fever can be prevented by adequat 
treatment of streptococcic infections with penicillin o; 
broad-spectrum antibiotics. In the general population 
this is difficult, and, while it has been suggested that 
the “captive population” of a military base would }y 
an ideal group in which to treat acute streptococci 
infections for prevention of rheumatic fever, this artick 
outlines some of the difficulties in such a program and 
the specific measures employed to reduce the inci- 
dence of rheumatic fever. A throat culture was ob- 
tained from all patients with respiratory diseas 
admitted to the base hospital at Sampson Air Fore 
Base in New York state. Strains of beta-hemolytic 
streptococci isolated from these cultures were identi- 
fied by Lancefield group and type. The hospital charts 
of all patients with a discharge diagnosis of acute 
rheumatic fever were reviewed. The hospital admis. 
sion rate of patients exhibiting 10 or more colonies of 
group A streptococci on admission throat culture is 
shown in a graph. The predominant type of group A 
Streptococcus throughout the study period was 19 
The admission rate of streptococcic pharyngitis rose 
rapidly during the late fall months to a peak of 125 
cases per week per 1,000 men; dropped in late Decem- 
ber, coincident to the Christmas and New Year’s leave 
period; and then rose rapidly to a peak of 11.3 by 
Jan. 26. At this point, penicillin prophylaxis was ad- 
ministered on a base-wide scale, and the rate dropped 
off precipitously. The rate began to rise again in the 
early weeks of March and reached a peak of 12.7 by 
early April. This rate was sustained until mid-June 
and thereafter fell off to negligible levels for the 
summer. 

The rate of rheumatic fever rose with the increased 
hospital admissions for streptococcic disease and fell 
off at the time of penicillin prophylaxis. Two weeks 
after the streptococcic infection rate again began to 
rise, the incidence of rheumatic fever began to in- 
crease. Although the streptococcic hospitalization rate 
again reached proportions similar to those earlier in 
the season, the concomitant rise in rheumatic fever 
was less than earlier. Several possible explanations 
for the failure of the rheumatic fever rate to parallel 
the streptococcic infection rate in the second half of 
the reporting period are discussed. Host susceptibility 
seems likely. Some families have a higher rheumatic 
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jever incidence, and the tendency of rheumatic fever 
sbjects to have recurrences is recognized. The sea- 
onal variation in the incidence of rheumatic fever 
nerely reflects the seasonal incidence of streptococcic 
nfections. The presence of a particularly virulent rheu- 
matogenic strain of Streptococcus in the early part of 
the winter seems unlikely in view of the fact that there 
was no type change in the streptococci responsible 
for disease during the 2 periods. 

A graph indicates that during the weeks prior to 
penicillin prophylaxis many cases of streptococcic in- 
fections were either not recognized or inadequately 
treated. Little more than 25% of the estimated cases 
of streptococcic disease reached the hospital, whereas 
after the period of penicillin prophylaxis over 50% of 
the estimated patients were hospitalized and ade- 
quately treated. It is difficult to make the trainee re- 
turn for further penicillin therapy after his symptoms 
have subsided, and it is advisable to treat persons with 
streptococcic pharyngitis in the hospital. By hospitali- 
zation of patients with respiratory diseuse, many cases 
of streptococcic infection that would otherwise have 
gone unrecognized were discovered and treated. 


Rheumatic Manifestations in Hodgkin’s Disease, Leu- 
kemia and Allied Conditions. E. Paguet and J.-M. 
Delage. Canad. M. A. J. 76:927-933 (June 1) 1957 
(Toronto, Canada]. 


The authors report the occurrence of rheumatic 
pain in 24 of 108 patients with Hodgkin's disease, in 
6 of 43 patients with acute leukemia, in 2 of 13 pa- 
tients with lvmphosarcoma, in 1 of 36 with chronic 
lymphocytic leukemia, in 4 of 19 with granulocytic 
(myelocytic) leakemia, and in 6 of 15 with plasma cell 
(multiple) myeloma. The spine was most commonly 
involved in patients with Hodgkin’s disease, the lum- 
bar or thoracolumbar segments were the most com- 
monly affected and next, in order of frequentcy, the 
sciatic area or legs and the hip joints. Symptoms 
referable to the bone and joints were more frequently 
seen in children with acute leukemia than in the 
other types of leukemia. Diagnostic difficulty may 
exist with rheumatic fever. The pain occurred usually 
at the onset of the disease in patients with acute 
leukemia and multiple myeloma but more often in the 
course of the disease in patients with Hodgkin’s dis- 
ease. No constant relationship existed between painful 
manifestations and x-ray patterns. Although infre- 
quent in chronic leukemia, rheumatic pain was more 
often observed in granulocytic than in lymphocytic 
types. 


Blood Ammonia Levels in Hepatic Cirrhosis: Their 
Control by the Oral Administration of Neomycin. C. J. 
Fisher and W. W. Faloon. New England J. Med. 256: 
1030-1035 (May 30) 1957 [Boston]. 


The relation between elevated blood ammonia con- 
centrations and the development of hepatic coma has 
called attention to the production of ammonia by 
bacterial enzymatic action upon urea and other nitro- 
xenous compounds in the gastrointestinal tract. This 
has led several authors to suggest that antibacterial 
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agents effective against intestinal organisms might be 
beneficial in this type of coma. This communication 
reports the effect of oral administration of neomycin 
upon blood “ammonia” concentrations and upon 
mental status in patients with cirrhosis. To elucidate 
the mechanism of the effects observed, observations 
upon fecal bacterial flora and upon ammonia concen- 
tration in arterial, peripheral venous, abdominal col- 
lateral, and portal vein blood also were carried out. 

It was found that administration of neomycin orally 
in doses of 8 to 12 Gm. daily reduced venous blood 
ammonia to normal levels in 12 studies in 11 patients, 
2 of whom were examined in 4 episodes of stupor or 
impending hepatic coma. Clinical improvement was 
observed in the patients with neurological or mental 
symptoms. After withdrawal of neomycin in § patients 
without neurological changes, the blood ammonia level 
rose promptly to control levels in 7 and showed a de- 
layed rise in the 8th patient. Stool cultures obtained 
during neomycin administration either were sterile or 
revealed urease-negative organisms regardless of the 
dose received. Neomycin was found in the blood in 
insignificant concentrations except in the presence of 
renal disease with nitrogen retention. It is concluded 
that neomycin reduces the blood ammonia level in 
patients with cirrhosis, with or without neurological 
changes, by virtue of its effect upon the bacterial flora 
of the intestine. Neomycin is an effective therapeutic 
agent in patients with hepatic cirrhosis and ammonia 
intoxication. 


Hepatic Coma: A Clinical Study. M. Delp, W. G. Cal- 
kins and R. W. Weber. Arizona Med. 14:335-342 (June) 
1957 [Phoenix]. 


The authors report on 43 patients, 21 male and 22 
female, between the ages of 8 and 75 years, with 
liver disease manifesting coma. Irritability, confusion, 
lethargy, flapping tremor, and fetor hepaticus formed 
the most helpful symptoms and signs in predicting 
that coma was imminent. Biochemical liver-function 
tests were not helpful in predicting the onset of coma. 
Although it is commonly stated that patients in hepatic 
coma have hypoglycemia, this was not observed in any 
of the 43 patients. A factor precipitating hepatic coma 
was strongly indicated in 39 patients. Of these, 21 
had evidence of gastrointestinal bleeding with blood 
in the intestinal tract before the onset of coma. Three 
patients had received ammonium chloride before the 
appearance of coma. One patient had received amino 
acid preparations intravenously. One had received ex- 
change resins containing ammonium. Thus 26 patients 
had unusual amounts of nitrogenous substances in the 
intestinal tract before coma developed. Pneumonia 
occurred before the onset of hepatic coma in 3 pa- 
tients. Precoma and coma rapidly followed paracen- 
tesis in 3 patients. Coma occurred after surgical 
intervention in 2 patients. Coma followed the adminis- 
tration of barbiturates in 2, of narcotics in 1, and of 
acetazolamide in another. An alcoholic debauch im- 
mediately preceded hepatic coma in only 1 patient. 

Although the exact mechanism is not clear, more 
and more evidence is accumulating to indicate that 
increased blood ammonia levels are important in the 
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causation of hepatic coma. Blood ammonia concen- 
trations were determined in 100 normal blood donors. 
Values between 50 and 110 mcg. per 100 cc. were 
considered normal. Values between 111 and 135 mcg. 
per 100 cc. were considered to be borderline, and 
values over 135 mcg. per 100 cc. were considered 
definitely abnormal. Blood ammonia levels were de- 
termined in 14 patients with liver disease, 8 with 
hepatic coma and 6 without. Of the 8 patients, 3 had 
normal blood ammonia levels and 5 had abnormally 
high blood ammonia levels on at least one occasion. 
All 6 patients without coma had normal ammonia 


levels. 


A Study of the Relation of the ABO Blood Groups to 
Peptic Ulceration and Hypertension. S. Pell, C. A. 
D’Alonzo and A. J. Fleming. Ann. Int. Med. 46:1024- 


1030 (June) 1957 [Lancaster, Pa.]. 


Reports in the literature on significant relationship 
between ABO blood groups and certain diseases in- 


duced the authors to study the distribution of blood 


groups in 12,904 employees of the DuPont Company 


whose blood types were available. Among the various 
diseases prevalent in this population, peptic ulcer and 
hypertension were the only 2 the incidence of which 
was high enough for adequate statistical analysis. The 
study of the distribution of blood groups in 298 per- 
sons with a history of peptic ulcer showed an increased 
frequency of O blood and a reduced frequency of A 
blood of about 5% when compared with a control 
group of employees without history or evidence of 
peptic ulcer. This relationship is consistent with, but 
not so great as, that observed by other investigators. 
The findings concerning the distribution of blood 
groups in 508 persons with hypertension were incon- 
clusive but did suggest that there may be a slightly 
greater chance of the possible occurrence of hyperten- 
sion in persons with type A blood than in those with 
type O blood. Additional data are needed to clarify 
the nature and extent of this relationship. Considera- 
tion might be given to these findings in a preventive 
medical program. 


SURGERY 


Intracardiac Surgery in Deep Induced Hypothermia. 
H. B. Wulff, K. Hager, H. Ryd and others. Acta chir. 
scandinav. 112:186-198 (No. 3-4) 1957 (In English) 
[Stockholm]. 


Nine children, 5 girls and 4 boys, between the ages 
of 2% and 14 years and 1 22-year-old woman with 
congenital heart disease were operated on while un- 
der hypothermia. Eight patients had atrial septal de- 
fects, 1 had tetralogy of Fallot, and 1 had transposi- 
tion of the aorta and valvular pulmonary stenosis. The 
patient was given premedication on the day of the 
operation with 1 mg. of chlorpromazine, 0.5 mg. of 
meperidine (Demerol) hydrochloride, and 0.01 mg. of 
atropine per kilogram of body weight. Anesthesia was 
induced with vinyl ether-ether, after which an endo- 
tracheal tube was introduced. A heart catheter was 
passed by way of the saphenous vein until its tip lay 


J.A.M.A., Aug. 31, 195- 


roughly at the level of the diaphragm. Through hj, 
catheter the patient received 1 mg. of procaine amiq, 
per cubic centimeter of dextran solution by drip. Thy 
drop rate was adjusted so that from 500 to 1.000 & 
of the solution was infused during the cooling pro. 
cedure. In addition, the patient was given 100 mg. of 
procaine amide at the beginning of the operation an) 
another 100 mg. shortly before the circulation wa 
shut off. Highly cold-sensitive parts of the body, such 
as the hands, feet, ears, and external genitals, wer 
wrapped in cotton wool, and a few drops of liquid 
paraffine were inserted into the eyes, after which the 
nude patient was enclosed in a thermobox in which 
hypothermia was induced by circulating cold air, The 
cooling procedure required between 1.3 and 2.5 hours 
according to the body surface and weight of the pa- 
tient. At from 28 to 30 C (82.4 to 86 F) deep rectal 
temperature, the patient was removed from the boy 
and the operation was started. The temperature de. 
creased regularly 2 or 3 degrees after removal of the 
patient from the box. During the initial phase of the 
cooling procedure, the patient spontaneously breathed 
a mixture of oxygen, nitrous oxide, and ether in a 
semiclosed system with carbon dioxide absorption. At 
33 C (91.4 F) respiration was taken over by the anes- 
thetist, whether spontaneous respiration was satisfac- 
tory or not. Vigorous hyperventilation was started, 
with 30 to 40 respirations per minute. Any tendency 
to shivering was controlled by intravenous injection 
of minimal doses of succinyl choline (10 to 20 mg.) or 
chlorpromazine (10 to 25 mg.). The patient was re- 
warmed after the operation in the box with warm 
circulating air (45 C [113 F]). Rewarming usually re- 
quired 2 to 4 hours. 

Nine of 10 patients operated on while under hypo- 
thermia survived the hypothermia and the operation. 
One died in the course of the operation. Autopsy re- 
vealed not only a larger atrial defect than that for 
which he was operated on but also a ventricular septal 
defect. Surgery and not hypothermia must have been 
responsible for his death. Septicemia caused the death 
of a second patient on the 18th postoperative day. 
Autopsy revealed a trilocular heart with atrophy of 
the right ventricle but normal tricuspid valves empty- 
ing into the left ventricle. The septicemia was ex- 
plained by suppurative endocarditis. Whether or not 
hypothermia as such contributed to the development 
of septicemia is difficult to say. Cardiac standstill oc- 
curred in 1 patient when the thorax was opened. The 
complication was immediately detected, thanks to 
cardioscopic control, and successful cardiac massage 
was started within 1 minute. It is probable that the 
cardiac standstill was at least partly precipitated by 
the injection of 100 mg. of procaine amide into the 
inferior vena cava. Since then this drug was injected 
over a longer period and the commercial solution was 
diluted 1:10 with isotonic sodium chloride solution. 
Six of the patients operated on had a slight rise of 
temperature postoperatively for periods up to 3 weeks. 
The immediate risks of surgical treatment during 
hypothermia may be somewhat greater than during 
normothermia, but the bloodless heart permits much 
more radical intervention and better late results. 
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Effect of Bilateral Adrenalectomy on Diabetes Melli- 
us. H. |. Wolff, B. J. Kennedy and M. B. Johnson. 
\finnesota Med. 40:318-321 (May) 1957 [St. Paul]. 


The authors comment on the relentlessly progressive 
.ascular disease seen in some patients with diabetes 
yellitus. pointing out that juvenile diabetic patients 
ye especially prone to have premature arteriolar de- 
eneration, With vascular lesions making their first 
ippearance from 5 to 15 years after the onset of clini- 
-a] diabetes. Microaneurysms in the retinal arterioles 
ye often recognized in the early stages of vascular 
Jegeneration, and the kidney frequently follows as a 
major area of impact. Kimmelstiel and Wilson ob- 
yrved in diabetic persons intercapillary glomerulo- 
lerosis characterized in the advanced stages by 
hypertension, retinitis, nitrogen retention, proteinuria, 
and hypercholesterolemia, with eventual renal failure 
and death. Hypoglycemic and hyperglycemic stress 
factors and resultant adrenal cortical dysfunction are 
readily recognized in the clinical course of most pa- 
tients with diabetes in whom early vascular degenera- 
tion is prone to develop, and this suggested that total 
bilateral adrenalectomy might modify the arteriolar 
degenerative lesions of diabetic patients. 

The authors review the literature on adrenalectomy 
in diabetes mellitus and report the history of another 
voung diabetic patient with associated vascular dis- 
ease Who underwent total bilateral adrenalectomy. At 
least 12 diabetic patients have been reported on in 
whom bilateral adrenalectomy was carried out because 
of advanced vascular disease. Five of these 12 died 
postoperatively due to either adrenal insufficiency (3) 
or continued progression of the degenerative vascular 
lesions (2). It appears that at least one reason for the 
unfavorable outcome of adrenalectomy lies in the 
advanced degree of vascular deterioration that has 
always been present before operation was considered. 
Several authors advocated that patients with evidence 
of severe vascular and renal deterioration, significant 
nitrogen retention, proteinuria in excess of 5 Gm. daily, 
and diastolic blood pressures more than 120 mm. Hg. 
should be excluded as candidates for adrenalectomy. 
Total bilateral adrenalectomy as a therapeutic measure 
in the initial stages of arteriolar degeneration would 
appear to represent radical therapy, but it is evident 
that procrastination until the vascular or renal lesions 
have reached the stage of irreversibility has not been 
successful. As an ancillary procedure calculated to 
prolong life in a diabetic patient with advanced vas- 
cular disease, total adrenalectomy does not appear to 
deserve approbation. 


Wedge Resection in the Treatment of Tuberculosis: 
A Study of 150 Operations. J. J. Quinlan, V. D. Schaff- 
ner and J. E. Hiltz. Canad. M. A. J. 75:842-844 (May 
15) 1957 [Toronto, Canada]. 


it has been widely accepted for a number of years 
that closed caseous tuberculous lesions that remain 
after the completion of other types of therapy should 
be resected. At the Nova Scotia Sanatorium, a large 
proportion of such lesions were found to be located 
near the periphery of the lung and so could be re- 


MEDICAL LITERATURE ABSTRACTS 2089 
moved by a simple wedge resection. The sanatorium 
records of 144 patients who underwent 150 consecu- 
tive wedge resections between September, 1951, and 
September, 1955, were reviewed. The closed caseous 
lesions remained after prolonged therapy with a com- 
bination of at least 2 tuberculostatic agents. The chest 
was entered through the 4th and 5th intercostal space 
by a posterolateral thoracotomy. There was 1 post- 
operative death, in a 52-vear-old man, which seemed 
to have been caused by coronary occlusion. No com- 
plications resulted in 131 (87.3%) of the operations. 
So-called stubborn space, a pleural space that was 
still present 2 weeks after the operation, was the most 
frequent complication, occurring after 13 of the opera- 
tions. All but one of these spaces eventually became 
obliterated. There were 3 empyemas, 2 tuberculous 
and 1 nontuberculous. All resolved with needle aspir- 
ation and antimicrobial therapy. In 3 instances, tuber- 
culous disease may have spread. Bronchopleural fistula 
and wound infection occurred in 1 patient each. Bac- 
teriologic examination of the resected specimens re- 
vealed tubercle bacilli in 58 on either slides or cultures. 
The authors conclude that the results of wedge resec- 
tion are generally very satisfactory. 


Clinical Studies in Extracorporeal Circulation with a 
Heart-Lung Machine. C. Crafoord, B. Norberg and A. 
Senning. Acta chir. scandinav. 112:220-245 (No. 3-4) 
1957 (In English) [Stockholm]. 


Intracardiac operations were performed with the 
aid of extracorporeal circulation using a specially de- 
vised heart-lung machine in 5 children between the 
ages of 2 and 15 years and in 8 adults between the 
ages of 17 and 52 years with congenital and acquired 
heart disease. The heart-lung machine consisted of 
an oxygenator and a pumping device combined with 
a regulating unit. The artificial oxygenation took place 
by means of rotating screen cylinders, and the effect 
could be raised with a preoxygenator of the bubble 
type. Venous return to the machine was accomplished 
by gravity, and no attempt was made to restrict the 
flow. The artificial heart consisted of an automatically 
regulated pump. The heart-lung machine was filled 
with freshly-drawn heparinized blood from donors. 
Of the 13 patients, 1 had an aneurysm of the left 
ventricle; 2 had ventricular septal defects; 3, atrial 
septal defects; 1, combined atrial and ventricular 
septal defects; 2, congenital aortic stenosis; 1, com- 
plete transposition of the great vessels; 1, isolated in- 
fundibular pulmonary stenosis; 1, mitral stenosis, 
aortic stenosis and tricuspid insufficiency; and 1 ven- 
tricular septal defect and valvular pulmonary stenosis. 

Five of the 13 patients died; in 1 of the 5, death was 
caused by an error in the procedure, since the flow 
rate of perfusion was too low during a considerable 
part of the intracardiac operation. One 2-year-old girl 
died within 24 hours after the operation, and no satis- 
factory explanation of the cause of death was found. 
The death of the patient with transposition of the 
great vessels resulted, after complete correction of the 
anomalies, from heart failure. One patient with con- 
genital aortic stenosis and calcifications of the valve 
died on the 4th postoperative day of pulmonary com- 
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plications, and 1 patient with multivalvular disease 
and cirrhosis of the liver died on the 4th postoperative 
day of hepatic insufficiency. The remaining 8 patients 
were alive at the time the paper was written. 

Biochemical studies revealed metabolic acidosis as 
the most conspicuous change in the patients operated 
on with the aid of a heart-lung machine. This change 
may also be found in patients subjected to heart opera- 
tions without by-pass procedures, although it is then 
less pronounced. The acidosis was regarded as detri- 
mental, and its correction by means of bicarbonate 
infusion was recommended. A moderate reduction in 
serum potassium and calcium levels was found to 
occur, but these levels were restored to normal spon- 
taneously. Other ionic changes were less constant and 
were considered to be unimportant. Serum enzyme 
changes followed a pattern typical of myocardial in- 
farction, and they may have been the result of the 
surgical trauma. Bromsulphalein clearance tests pro- 
vided valuable information concerning liver function: 
they showed that the liver was subjected to a particu- 
lar stress which might have been due partly to 
acidosis. The morphologic blood elements showed 
moderate changes in the course of the operation, but 
marked leukocytosis was present during the first post- 
operative week. The blood platelet count dropped to 
a minimum within about 5 days after the operation 
but was restored to normal within 10 to 14 days. 


Chronic Leukemic Lymphadenosis and Pulmonary 
Resection: The Question of Operability of Leukemic 
Patients. H. Effenberger and J. Schulte. Thoraxchirur- 
gie 4:547-551 (April) 1957 (In German) [Stuttgart, 
Germany]. 


A case of lymphocytic leukemia was diagnosed in 
a 41-year-old man who had an open progressive 
pulmonary tuberculosis with large cavities. During 
hospital treatment with a combination of chemothera- 
peutic and antibiotic drugs a regression of the tuber- 
culosis with shrinkage of the cavities occurred. 
Several weeks later, however, an exacerbation of the 
lymphocytic leukemia occurred with noticeable de- 
terioration in the blood status. After the chemotherapy 
was interrupted, the lymphocytic values became re- 
adjusted but the pulmonary tuberculosis again showed 
progression. Resumption of the chemothrapy did not 
arrest the progression of the tuberculous process. Since 
the lymphadenosis seemed to have a_ protracted 
chronic course and since damage of the erythropoietic 
system and, with this, reduction of hemoglobin forma- 
tion could be excluded, it was decided to arrest the 
pulmonary tuberculosis by resection of the left upper 
lobe. The intervention was tolerated without compli- 
cations. During the postoperative period an average 
of 300 cc. of bank blood was administered once a 
week. These transfusions resulted in a reduction of 
the leukocyte values. Four weeks after the resection 
the blood status had been restored to preoperative 
values. The patient has been working for about a year 
as a clerk. At a follow-up examination 14 months after 
the operation both the chronic lymphocytic leukemia 
and the pulmonary tuberculosis seemed to be under 
control. 
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Carcinoid Tumors: Report of Case with Teal {nyoly.. 
ment. C. W. Mayo and W. M. Hardy. Proc. Staff \ou 
Mayo Clin. 32:254-257 (May 15) 1957 [Rocheste: 
Minn.]. 


The authors report the case of a 59-year-old may 
whom exploratory laparotomy disclosed 20 carcinoj: 
tumors involving a 2-foot segment of the ileum. Meta 
tasis was present in the liver. His chief complaints ha 
been intermittent episodes of crampy abdominal Pair 
distention, and borborygmi. Occasional _ intestin, 
bleeding, attributed to hemorrhoids, had been presey, 
for a number of years. This case was somewhat yp. 
usual in that the patient had none of the symptom 
such as flushing, asthma, cardiac murmurs, cyanosis 
edema, and diarrhea, usually attributed to the pres. 
ence of serotonin. - 


Management of Imperforate Anus. L. Shaffner. Nort! 
Carolina M. J. 18:202-207 (May) [Winston-Salem]. 


The management of the imperforate anus presents 
a twofold problem: there is the immediate need to 
relieve intestinal obstruction, and a choice has to by 
made of a procedure that will ultimately allow the 
patient to have normal intestinal function and contro! 
This second consideration is often overlooked in thy 
urgency to establish some type of opening. Judging 
from referrals, there apparently still is a great tempta- 
tion to do a minor “stab” incision in the perineum or 
a colostomy. The inadequacy of either procedure be- 
comes apparent after 2 or 3 weeks in one or two ways 
Either the “stab” wound will begin to form a stricture. 
causing another partial obstruction, or, in cases of 
rectourinary fistulas, chronic urinary infection de- 
velops even in the presence of a colostomy. After thes: 
complications have developed, surgical attempts at 
secondary repair are much more difficult. Initial repair 
of imperforate anus should not only relieve the ob- 
struction but promise normal intestinal control and 
function. Accurate diagnosis as to the type of anomaly 
with or without a perineal, urethral, vesicle, or vagina! 
fistula, is essential to adequate treatment. Other serious 
anomalies involving the heart, esophagus, and urinary 
tract are common and should be sought for. 

The membranous type of imperforate anus can be 
easily treated by simple anoplasty. In the imperforate 
type, with the rectal pouch 1.5 cm. or less from the 
anal skin, a perineal approach is usually possible and 
should be attempted. With a higher pouch, especiall\ 
in the male with a rectourethral fistula, an abdomino- 
perineal pull-through procedure is indicated. Two 
of the 9 deaths that occurred in the 41 patients whose 
cases are reviewed by the authors were attributed to 
operation for imperforate anus. Follow-up ranging 
from 1'2 to 13 years in primary perineal procedures 
showed good to excellent results in 10 cases; in 3. 
wound breakdown or stricture was noted when the 
patient was last seen. Of 7 patients undergoing ab- 
dominoperineal repair, 3 have had good function after 
2 to 4% years, 2 infants were recently operated on. 
and 2 have strictures requiring further surgery. Al! 
patients required postoperative dilatations, and about 
half needed an additional minor anoplasty. Colostom, 


Vol. | 


shou 
hand 
done 
fune 


The 
ente 
Si 
trea 
mus 
aga 
fate 
eso) 
shu 
Six 
bio 
am 


hi 
re 
tic 
<a 
al 
ore 
1 
4 
the 


Vol. 164, No. 18 


1, 195° 


should be used only as a temporary measure to help 


“gag handle complications. The earlier definitive repair is 
hy lee jone, the better is the chance for normal control and 
hestey 

function. 
Man jr The Fate of Esophageal Varices in Cirrhosis Following 
'cinoid Surgical Portal Decompression. E. D. Palmer. Gastro- 


Metis. [MB onterology. 32:861-867 (May) 1957 [Baltimore]. 


its ha 
Success of surgical portal decompression in the 


pair 
i treatment of esophageal varices secondary to cirrhosis 
resent must be measured largely in terms of prophylaxis 
at un. against future hemorrhage. This report deals with the 
toms fate of varices in patients with cirrhosis, as judged by 
Nosis esophagoscopic measurement, following portacaval 
pres. shunt, splenorenal shunt, or without a surgical shunt. 
Sixty-three patients with cirrhosis proved by liver 
biopsy were followed by periodic esophagoscopic ex- 
Jort} aminations for up to 63 months following surgical 
| portal decompression for esophageal varices. An end- 
to-side portacaval shunt had been made in 49 patients, 
sents and an end-to-side splenorenal shunt in 14 patients. 
d to The control group consisted of 45 patients for whom 
0 be shunt was recommended but who refused the opera- 
the tion. Portacaval shunt proved far more effective in 
tro] reducing portal pressure and eliminating varices than 
the did splenorenal shunt. The latter operation gave good 
zing immediate results, but as time went on the varices 
pta- tended to become worse and the portal pressure rose 
1 OF progressively. With portacaval shunt, on the other 
be- ZB hand, the immediate results were excellent and later 
LVS any remaining varices tended to disappear or to be- 
Ire, come very much smaller. The varices of the cirrhotic 
ot patient may disappear spontaneously without the op- 
dle- eration, but there will probably be a return in all 
est cases as time goes on. Esophageal varices secondary 
at to cirrhosis are vacillating structures influenced by a 
ail head of portal pressure which is constantly changing. 
)b- Variations in portal pressure continue after surgical 
: portal decompression, but at much reduced levels. 
al Bacteriological Experiments with Surgical Plastic 
re Dressings. G. R. Wallgren. Acta chir. scandinav. 112: 
i 161-169 (No. 3-4) 1957 (In English) [Stockholm]. 
e Five plastic solutions recommended for use as sur- 
e gical dressings were tested in vitro and in vivo. These 
e are (1) Bonoplast, an acrylic resin dissolved in ethyl 
(| acetate with the addition of a plasticizer; (2) Aero- 
plast, an ethyl acetate solution of copolymers of hy- 
‘ droxyvinyl chloride acetate and sebacic acid 9.3% by 
) weight and modified maleic resin ester 3.1% by weight, 
; with fluorochloro-hydrocarbon gas as a propellant; (3) 
) Newskin, consisting of pyroxylin 6.9%, camphor 0.6%, 
| castor oil 3%, butyl alcohol 5%, ethyl acetate 57.3%, 


and ethyl alcohol 25%; (4) Nobecutan, consisting of a 
4% by weight solution of polymetacrylic acid ester 
with an ether bridge in the alcohol component; and 
(5) Portex plastic skin, consisting of phenyl salicylate 
10%, resorcinol 5%, egenol 25%, and a proprietary 
Portex double methyl ester of acrylic resin. The results 
of more than 2,000 bacteriological tests made on cul- 


ture plates, principally on blood agar, and on patients’ 


intact skin, showed that (1) the plastic solutions listed 
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were sterile in themselves; (2) on the addition of cer- 
tain bacteria the plastic solutions again became sterile 
after a certain maximum interval; (3) a zone of inhibi- 
tion at the edge of or above the plastic film was pro- 
duced only by Nobecutan; (4) the microorganisms 
tested penetrated the plastic films, but macroscopic 
growth was not always visible under the films and 
through-growth did not occur when the films were 
made a little thicker than normal; and (5) a slight 
reduction appeared in the bacterial flora underneath 
the plastic films. 

The plastic films are superior to cotton-wool dress- 
ings in many regards. If all the qualities of the tested 
plastics are taken into account, Nobecutan and Aero- 
plast are better than the other products. A_ plastic 
film is suitable as a mechanical protection for preop- 
erative covering of the skin and as wound dressing 
for clean wounds in otherwise healthy skin. The scope 
of the antiseptic effect of a plastic film in which dis- 
infectants have been incorporated is not yet sufficient- 
ly guaranteed for plastic film alone to replace all 
surgical cleansing of the skin, but an effect like that 
exerted by Nobecutaii is not without significance. A 
film thickness of from 60 to 90 » is recommended for 
Nobecutan, but to achieve this film thickness 4 to 5 
coatings by spray were always required. 


Cholesterosis of the Gall Bladder. W. F. Mitty Jr. and 
L. M. Rousselot. Gastroenterology 32:910-916 (May) 
1957 [Baltimore]. 


Cholesterosis of the gallbladder has been known as 
a pathological entity since 1857, but a clear under- 
standing of its pathological process is largely due to 
Boyd's studies, reported in 1923. In cholesterosis the 
lipoid is usually most abundant in the epithelium cov- 
ering the villi of the mucosa. Cholesterosis of the gall- 
bladder should be reemphasized, because it is often 
neglected in the differential diagnosis of biliary tract 
disease. The true incidence of the condition is difficult 
to ascertain, as it varies between autopsy material and 
surgical specimens. In order to determine if a gall- 
bladder obtained at autopsy is involved with choles- 
terosis, the examination must be accomplished within 
3 hours of death, before autolysis of the mucosa takes 
place. Gallstones and cholesterosis often concur, and 
it has been stated that cholesterosis without calculi is 
of no clinical significance and that cholesterosis per se 
does not produce symptoms. It is this contention the 
current study purports to refute. 

The authors found that the diagnosis of cholesterosis 
was verified in 70 of 1,054 patients by pathological 
examination of the removed gallbladder. In 38 of these 
70 patients no stones were associated with the choles- 
terosis. Abdominal pain was noted in 34 of 38 pa- 
tients; 20 of these patients located it in the right upper 
quadrant; 4 had colicky pain localized to the perium- 
bilical region; and 10 complained of epigastric pain. 
In 19 patients the pain was referred to either the 
shoulder or the back. The mechanism of pain in this 
disease, so similar to true biliary colic, is not clearly 
understood. Cholecystography was performed in 28 
of the patients. It revealed normal function in 14 and 
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impaired function in 9. In 5 the gallbladder was not 

visualized, but in 2 of these 5 calculi were found. 
There was little correlation between the abnormal 
cholecystograms and the histological examinations of 
the gallbladder. Of the 14 patients who had either 
impaired function or nonfunction of the gallbladder, 
only 4 had microscopic evidence of an associated 
chronic cholecystitis. 

The patients presenting normal cholecystograms but 
classic symptoms of gallbladder disease represent a 
challenge to the internist and the surgeon. It is in this 
group of patients that duodenal drainage is indicated, 
and cholesterol crystals, if found, will indicate the 
diagnosis of cholesterosis. It is only under these cir- 
cumstances that a cholecystectomy is justified. With- 
out a positive duodenal drainage study and in the 
presence of a normal cholecystogram and normal op- 
erative findings no indication for cholecystectomy 
exists. The authors were able to follow 32 of the 38 
patients and found that 28 of the 32 were free from 
symptoms. The other 4 still had symptoms, but in 
these the predominating, complaint preoperatively was 
not pain but heartburn, gaseous eructation, and flatu- 
lence. The treatment of choice is cholecystectomy. 
Cholesterosis is probably a local manifestation of a 
systemic disease involving a disturbance of cholesterol 
metabolism. Its focal occurrence in the gallbladder 
often presents a clinical pattern similar to chronic 
cholecystitis with or with cholelithiasis. 


Blood Vessel Replacement Therapy. F. N. Cooke. 
J. Florida M. A. 43:1109-1116 (May) 1957 [Jackson- 
ville]. 


Of 46 operations in which blood vessel transplants 
were used to reconstruct arterial continuity, 3 were 
performed as emergency procedures for an aneurysm 
that had ruptured, 16 grafts were placed in the ab- 
dominal aorta as an elective procedure, 6 were placed 
in the thoracic aorta, and 21 were placed in peripheral 
vessels. Nine of the 46 patients died, an operative 
mortality of 19.1%. The results in the patients who 
survived the operation for aneurysm were gratifying. 
Peripheral circulation was adequately reestablished in 
all. Only 2 of these patients died in the late postop- 
erative period; 1 of them died of malignant disease of 
the prostate and the other of a ruptured abdominal 
aneurysm after a successful transplant for a thoracic 
aneurysm. Autopsy was performed in both and _ re- 
vealed that the homologous graft was functioning well 
at the time of death. Of the 21 peripheral transplants 
14 were used for traumatic arteriovenous fistula and 
aneurysm. In 9 of the 14 patients, autogenous vein 
grafts and in 5, homologous arterial grafts were used. 
These transplants have functioned in a highly satis- 
factory manner for many years. Ten of the 46 opera- 
tions were performed for obliterative arterial disease, 
and the results were not as good as in the case of 
those performed for aneurysm. The disease is diffuse, 
and there may be occlusion distal to the by-passed 
segment. Most of the failures were attributed to the 
skip areas of obliteration, i. e., to the nature of the 
arteriosclerotic disease itself. 


J.A.MLA., Aug. 31, 19° 


For short defects in peripheral vessels such, as ha, 
been observed in traumatic aneurysm or arterioveno, 
fistula, the autogenous vein graft offers an celles 
method of reestablishing vascular continui!y. Th 
homologous arterial graft which has been. s:eriliy, 
and stored in a frozen state has given highly satisfy 
tory results in the surgical treatment of aneurysy 
When normal or near normal proximal and dist, 
arterial segments are present, restoration of vascyly 
continuity can be accomplished with certainty, |, 
obliterative arterial disease it is the disease its 
which in most patients determines the success | 
failure of the replacement therapy. 


Cancer-Cell Seeding of Operative Wounds as a Cau 
of Failure in the Surgical Treatment of Cancer. . 
Smith and A. W. Hilberg. J. Maine M. A. 48:151-15¢ 
(May) 1957 [Brunswick]. 


Cancer cells have been demonstrated on instry 
ments, in wash water, and on the surface of organs 
A study was undertaken at the Clinical Center, No. 
tional Institutes of Health, to determine how fre. 
quently tumor cells could be identified in washings 
taken from operative wounds. Patients with cance: 
that by accepted standards was considered operabl 
but by reported end-results would have a high inci- 
dence of local recurrence were treated by the usual 
en bloc cancer surgery. Just before closure of the skin 
flaps, after the surgical removal of the primary tumo 
and its lymph node drainage area, the wound was 
thoroughly washed with sterile isotonic sodium chlor- 
ide solution in a fine spray. The washings were col- 
lected in a glass container and mixed as soon as pos- 
sible with the fixative of 70% or 95% alcohol. 

The washings were then centrifuged at 2,500 rpm 
Part of the resulting sediment was covered with 10% 
formalin and the button of fixed sediment embedded 
in paraffin and sectioned in the routine manner for 
tissue sections. Another part of the sediment was 
smeared directly on clean glass slides, which were 
then immersed in a solution of equal parts of 95% 
alcohol and ethyl ether. After 30 minutes, and while 
wet, the slides were stained by routine nuclear and 
cytoplasmic stains. The Papanicolaou staining tech- 
nique was the standard method used. The slides were 
screened by technicians trained to interpret exfoliative 
cytologic material, and cells or groups of cells to be 
studied by the pathologist were marked. 

In the first 113 patients studied, cancer cells were 
demonstrated in 31 (positive results), and in an addi- 
tional 16 patients the cytologist could not be definitels 
sure as to the nature of the cells and reported the 
washings as suspicious. In the remaining 66 patients. 
no tumor cells were found. The significance of these 
results is difficult to determine at this time. Many o! 
the patients have not had sufficient time to manifest 
their metastases. Since the wounds were thorough) 
washed, it will be difficult to determine just what the 

washing alone will do to the incidence of local recur- 
rences. There are 7 known seeded recurrences in the 
operative area in patients with positive washings and 
an additional 2 recurrences in patients with suspicious 


Vol. 


was 
whe 
lies 
ot | 
the 
tive 
he 
blo 


be 


wi, 
i 
| 
ph 
hy 
26 
| 
| 
Ae 
BEES 


Cause 
R. 
1-156 


AStry 
ans 
Na- 
fre- 
lings 
INCE! 
‘abl 
inci- 
sual 
skin 
mor 
Was 
lor- 
col- 
OS- 


led 
for 
yas 


‘Te 


Vol. 164, No. 18 


washings. There have been recurrences in 7 patients 
whose washings were free from tumor cells. It is be- 
ieved that in some patients local seeding is the cause 
of failure of surgical treatment. If effective chemo- 
therapeutic agents are discovered which can_ selec- 
tively destroy cancer cells that either become em- 
bedded in the wound or break off and are free in the 
blood or lymph channels, effective cancer therapy will 
he available. 


PEDIATRICS 


Visceral Larva Migrans: A Cause of Severe Eosino- 
philia. F. C. Vanore. M. Ann. District of Columbia 
96:245-247 (May) 1957 [Washington, D. C.]. 


Visceral larva migrans results from the ingestion of 
dirt infested with eggs of Toxocara canis, a parasitic 
round worm whose natural host is the dog. T. canis 
is especially seen in areas where the soil is sandy, 
warm, and moist. It is one of the commonest parasites 
found in the soil. About 90% of dogs under 2 vears 
harbor the round worm. The fertile eggs are passed 
in the dog’s stools and contaminate the soil; after 3 
weeks the eggs become embryonated and may be 
swallowed by man, especially children, who do not 
observe sanitary precautions. The larvae hatch, pene- 
trate the intestinal wall, and migrate to various or- 
gans. The larvae usually remain in the liver, where 
they become encapsulated and perish after several 
months. T. canis, unlike Ascaris lumbricoides, never 
reaches a mature form in man, since the natural host 
is the dog, and therefore stools of a suspected patient 
will be negative for ova and parasites. Visceral larva 
migrans is related to cutaneous larva migrans or creep- 
ing eruption in that both are caused in the infective 
stage by larvae of nematode parasites specific for 
lower animals. 

The clinical symptoms of children who have this 
disease are protean and may be mistaken for Léffler’s 
syndrome and tropical eosinophilia. Fever, leukocy- 
tosis, hyperglobulinemia, and pulmonary changes are 
common. The pulmonary changes are suggestive of 
patchy pneumonitis and Loffler’s syndrome. Clinically 
the findings are akin to bronchitis and bronchopneu- 
monia. The patient may exhibit malaise, pallor, anor- 
exia, muscle aches and pains, nausea and vomiting, 
and jaundice. Hepatosplenomegaly is common. An 
impetiginous, pruritic type of skin rash may appear on 
the trunk and extremities. White blood cell counts 
may range from 15,000 to 80,000 per cubic millimeter 
of blood, with an eosinophilic percentage between 20 
and 80. The disease is highly probable in an infant or 
child, usually between the ages of 1'2 to 3 vears, who 
has a history of ingestion of dirt with a persistently 
high eosinophil count. A definitive diagnosis can only 
be made by liver biopsy and identification of the larvae 
on serial sections. Although usually benign and self- 
limiting, the disease may cause severe symptoms. 
Treatment of the disease in man has been unsuccess- 
ful to date, but cortisone may be used empirically. 
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Calcification of Intervertebral Discs in Children: Re- 
port of a Case. M. B. Mann. North Carolina M. | 
18:195-197 (Mav) [Winston-Salem] 


While calcifications of intervertebral disks are usual 
ly degenerative processes in adults and of negligible 
clinical significance, there have been few reports of 
radiologically demonstrable disk calcifications in chil 
dren. The case of the 9-vear-old Negro boy reported 
in this paper was the 21st reported in the English 
language literature. The boy was hospitalized with a 
history of pain and stiffness in the neck and shoulder 
which gradually subsided in the course of several 
weeks, but, because of these symptoms and abnormal 
findings in roentgenograms of the cervical portion of 
the spine, he was referred to the hospital. The right 
shoulder was held higher than the left, with the head 
tilted slightly to the right. There was fairly good 
range of motion of the neck, but extension produced 
sudden pain over the anterior portion of the right 
shoulder. Lumbar lordosis was prominent. Submandi- 
bular nodes were slightly enlarged. The lungs were 
clear. systolic murmur was heard over the pre- 
cordium. Slight weakness of the deltoid and right 
biceps and triceps was demonstrated. Physiotherapists 
observed weakness of the right shoulder and arm, 
especially in the deltoid and latissimus dorsi muscles 
A roentgenogram of the chest and fluoroscopic ex- 
amination of the heart showed no abnormalities, but 
roentgenograms of the cervical and lumbar spine 
showed calcification between the 4th and 5th cervical 
vertebrae and the 5th lumbar and Ist sacral vertebrae 
An orthopedic consultant concurred with the diag, 
nosis of calcified intervertebral disk syndrome of child- 
hood. Follow-up examination 6 months later revealed 
that the calcification had disappeared from the cerv- 
ical region but was still present in the lumbosacral 
region. 

In 16 of the 21 children with intervertebral disk 
calcifications local symptoms occurred at the site of 
the calcification. The other 5 cases were diagnosed on 
the basis of incidental findings noticed during the ex- 
amination of patients with seemingly unrelated ill- 
nesses. The reversible calcification in children is quite 
different from the irreversible calcification of the spine 
in adults. It is possible that the variations in vascular- 
ization of the disks in childhood and in adult life may 
account for these differences. Up to the age of 10 or 
even 20 vears there is a profuse blood supply to the 
intervertebral disk through vascular channels which 
are embedded in and perforate the cartilaginous plates 
These vessels originate in the spongiosa of the verte- 
bral bodies and are later obliterated by fibrous changes 
Two factors, either singly or together, could account 
for the transient calcification phenomena. Trauma to 
the highly vascularized disk in childhood may result 
in hemorrhage and hematoma formation and subse- 
quent calcification. The rich blood supply would prob- 
ably explain the eventual clearing of the calcification. 
In addition, calcification may be the result of infec- 
tious processes involving the disks. Signs of infection 
such as fever, leukocytosis, pain, and increased sedi- 
mentation rate were noted in some of the patients. 
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Congenital Aortic Stenosis in Children. B. Landtman 
and E. I. Wallgren. Ann. Paediat. Fenniae. 2:259-269 
(No. 4) 1956 (In English) [ Helsinki]. 


Congenital aortic valvular defects are comparatively 
rare. A total of 6,400 children was examined at the 
cardiac clinic of the Children’s Hospital, University of 
Helsinki. The clinical diagnosis of congenital aortic 
stenosis was established in 24 children between the 
ages of 3 months and 16 years. Two of the patients 
were siblings. The children were not cyanotic. The 
aortic stenosis was present as an isolated lesion in 17. 
One had aortic incompetence, 4 had a patent ductus 
arteriosus, 2 had coarctation of the aorta, and 1 pre- 
sented clinical signs suggestive of a ventricular septal 
defect. A rough systolic murmur, usually accompanied 
by a thrill, maximal over the aortic area, transmitted 
to the vessels of the neck, was the outstanding feature 
of aortic stenosis. Phonocardiograms showed a dia- 
mond-shaped systolic murmur, transmitted by the 
blood stream as well as along the walls of the blood 
vessels. Most of the children showed radiological evi- 
dence of left ventricular enlargement, which was more 
conspicuous in the children with complicated lesions. 
The electrocardiograms revealed different degrees of 
left ventricular hypertrophy or strain. All but one of 
the children with isolated aortic stenosis were asymp- 
tomatic. The patients with patent ductus arteriosus 
improved after ligation of the ductus. None of the 
patients died during the follow-up period, which 
varied from 1 month to 3 years. No attempt was made 
to differentiate clinically between valvular and aortic 
stenosis, although angiography was sometimes of help 
in separating the 2 types. 


A Fatal Granulomatosis of Childhood: The Clinical 
Study of a New Syndrome. H. Berendes, R. A. Bridges 
and R. A. Good. Minnesota Med. 40:309-312 (May) 
1957 [St. Paul]. 


The authors report observations and studies on 4 
male children who were observed at the University of 
Minnesota Hospitals since 1950 and who had a hitherto 
unreported syndrome consisting of chronic suppura- 
tive lymphadenitis, hepatosplenomegaly, pulmonary 
infiltrations, and eczematoid dermatitis about the eyes, 
nose, and mouth. During the first year of illness the 
chronic lymphadenitis was the most prominent clin- 
ical manifestation. This process seems gradually to 
abate while the pulmonary disease and general debili- 
tation dominate the clinical picture during the later 
stages of the disease. Death occurred in 3 patients 
after an illness of from 2 to 3% years. One child has 
had his disease for a little over 1 year. All patients 
were boys. One child had a suggestive family history. 
In 3 previous generations on the maternal side of this 
boy's family, with the exception of the boy’s grand- 
father and great-grandfather, all the males died dur- 
ing infancy with a syndrome described as either boils 
and septicemia or scrofula. The maternal grandfather, 
who survived, still has a mass in the cervical area. 
Numerous laboratory studies were made on the 4 
children, and autopsies and pathological studies were 
made on the 3 who died. 


J.A.M.A., Aug. 31, 1g 


The authors believe that the symptoms ai. the ,. 
sult of a generalized granulomatous process. 7}, 
were associated with a striking hypergammaglo} 
linemia. The authors differentiated this new syndro; 
from recognized forms of infectious and noninfect 
diseases producing granulomatous processes in ch 
hood, but they feel that there is a remote possibjjj 
that this malignant granulomatous disease is actya| 
a childhood expression of sarcoidosis. The treatmes 
of these children was largely empirical. Chloromyce: 
and erythromycin were used in high doses for period 
of at least 1 month. Combinations of penicillin ay 
sulfadiazine and the various tetracyclines were so 
for periods of one to several months. Novobiocin w 
also tried without effect, and aminosalicylic agi 
streptomycin, and isoniazid were used without effeg 
in 2 of the patients. Relentless progression seems to }y 
the most characteristic feature of the syndrome. 


DERMATOLOGY 


Fatal Agammaglobulinemic Progressive  Vaccini; 
H. M. Lewis and F. C. Johnson. A. M. A. Arc) 
Dermat. 75:837-844 (June) 1957 [Chicago]. 


The recovery of an individual infected with vaccini: 
virus reflects his ability to produce adequate, appro: 
priate, antivaccinal antibodies. Failure to produce suc 
bodies may be due to agammaglobulinemia or dys. 
gammaglobulinemia. Dysgammaglobulinemia differs 
from agammaglobulinemia in that it is amenable t 
therapy (hyperimmune vaccinia gamma globulin), run 
a prolonged course, and represents a qualitative rather 
than a quantitative defect in gamma globulin forma. 
tion. In the absence of gamma globulin, virus-neutral- 
izing antibody is not formed. Inability to produc 
adequate virus-neutralizing antibody results in th 
initial site of vaccination undergoing enlargement and 
necrosis. Many new concomitant lesions resulting from 
hematogenous virus dissemination undergo a similat 
metamorphosis, showing no sign of healing, with ulti- 
mate destruction of the host by the virus. This entity 
known as agammaglobulinemic progressive vaccinia 
is usually fatal within 2 months or less. 


Dermatitis Medicamentosa Due to Antipyrine. C. 5 
Kennedy, F. H. Davis, V. M. Henington and M. J. 
Sternberg. A. M. A. Arch. Dermat. 75:826-836 (June 
1957 [Chicago]. 


During the period beginning July 1, 1949, and end- 
ing May 1, 1956, 132 patients were admitted to the 
dermatologic wards of Charity Hospital of Louisiana 
in New Orleans with a diagnosis of dermatitis medica- 
mentosa. Included in this group were 27 Negro pa- 
tients in whom the eruptions and other symptoms 
were clearly atiributable to a preparation for the 
treatment of colds, manufactured under the name 666 
(containing 0.6 Gm. of antipyrine). The lesions noted 
were large, widespread, and numerous, involved con- 
siderable mucous membranes, and were of the fixed 
eruptive type. Druggists have reported an increase in 
the sale of this preparation, and this increase is in 
direct proportion to the increasing number of reactions 


Vol. | 


21m 
of th 
y re 
whe 
ceed 
mor 
\ 
the 
whi 
clin 
and 
con 
pat 
cre 
de: 
ust 


ree 


Re 
\ 
D 
ay 
= 
} 
; 


31, 


the », 
SS. The 
inaglo} 
Vndroy 
nfectiy 

In chi 
OSSibilit 
actual 

Mvcet 

Period 
llin an 

TE use 

CIN Was 
C ac 

t effect 
IS to 


CCinia, 
Arch 


Ccinia 
ippro- 
sucl 
liffers 
le t 
runs 
ather 
rma- 
itral- 
duce 
the 
and 
rom 
vilar 
ulti- 
‘ity 
nia. 


Vol. 164, No. 18 


pserved. The group of 27 patients observed contained 
2] males ranging from 21 to 64 years of age. Seventeen 
{ these patients had taken 666 in the past, but only 
9 reported a previous reaction. Without exception, 
where there had been more than one reaction, suc- 
ceeding reactions were even more severe and of a 
more frequent nature. 

\lembers of a white group reported that they used 
the preparation only for a specific medical reason, 
while members of the Negro group were more in- 
clined to use it for a hangover, “a good cleaning out,” 
and purgative action. The dose in Negro patients was 
consistently larger than indicated in the directions and 
was taken quite frequently, in contrast to that in white 
patients, who generally followed directions. The in- 
creased sensitivity to reaction among Negroes may be 
described as cumulative, with patients continuing to 
use the preparation in spite of both past and current 
reactions, 


The Diagnosis of Lupus Erythematosus. A. H. Slepyan., 
D. V. Frost, L. R. Overby and others. A. M. A. Arch. 
Dermat. 75:845-849 (June) 1957 [Chicago]. 


Lupus erythematosus, because of its protean mani- 
festations, has often posed a difficult diagnostic prob- 
lem in spite of many well-established criteria. The 
ratio of bound to free pantothenic acid levels of whole 
blood in patients with discoid and systemic lupus 
erythematosus is constantly lower than those found in 
normal controls. Patients with lymphocytic infiltration 
of the skin exhibited a normal to high bound-to-free 
pantothenic acid ratio. Patients with lvmphoblastoma 
showed an abnormally low bound-to-free ratio, which 
suggests that the same inherent enzymatic defect was 
peculiar to both lymphoblastoma and discoid and 
systemic lupus erythematosus. Similar findings regard- 
ing systemic and discoid lupus erythematosus suggest 
that they are one and the same, as the same enzymatic 
defect is manifest in both stages of disorder. 


Cutaneous Candidiasis: A Clinical and Therapeutic 
Study. S. A. Simuangeo, M. C. Fernandez, P. O. 
Campos and others. J. Philippine M. A. 33:257-270 
(April) 1957 [Manila]. 


A group of 147 patients who were suspected of 
having fungus diseases of the skin were studied with 
the aim of determining the incidence of candidiasis 
(moniliasis) in relation to other mycotic infections. 
For Candida alone, 50.3% of the patients were found 
to be positive, indicating that this was probably the 
primary cause, whereas 6.8% were positive for Candida 
and other fungi, indicating that the candidiasis was 
superimposed. The over-all incidence of candidiasis 
was 57.1%. It appeared that candidiasis is more com- 
mon in fungous diseases than it was thought to be, 
according to other reports. One hundred thirty-one 
patients with cutaneous candidiasis were given nysta- 
tin tablets in doses ranging from 250,000 to 500,000 
units 3 to 4 times daily; ointment and powder were ap- 
plied once or twice a day. The majority of the patients 
responded to the drug within the first week. The 
lesions of the 6 cured patients (4.58%) disappeared 
within 14 to 56 days. Follow-up culture for Candida 
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albicans gave negative results in 2 of these patients 
Remarkable improvement was observed in 80 of the 
131 patients (61.06%), 12 had slight response (9.16%), 
and 24 had no response at all (18.39%). The presence 
of secondary changes, such as eczematization and 
secondary infection, should be cleared up before treat 
ment with nystatin is started. Certain predisposing 
factors such as diabetes, obesity, malnutrition, o1 
occupation need a previous correction. An additional 
treatment with hydrocortisone might produce better 
results in the complete cure of cutaneous candidiasis 


UROLOGY 


Bladder Neck Obstruction and Associated Lesions in 
Children. E. Burns, E. H. Ray Jr. and J. W. Morgan 
]. Urol. 77:733-740 (May) 1957 [Baltimore]. 


Obstructive lesions of the lower urinary tract in chil 
dren are now recognized as common. Changes in the 
bladder and upper urinary tract are in proportion to 
the degree of obstruction and the length of time it has 
existed. Since these lesions are congenital, the dura 
tion of the obstruction is determined by the age of the 
child. Associated lesions are frequently encountered 
In the 129 children with congenital bladder neck ob 
struction treated surgically by the authors at the 
Ochsner Clinic and Charity Hospital in New Orleans 
the types of lesions and their distribution were as 
follows: congenital prostatic valves in 3, congenital 
hypertrophy of the verumontanum in 2, and 
genital hypertrophy of the internal sphincteric area 
in 123. The remaining patient had a greatly dilated 
urinary tract when examined at the age of 6 weeks 
An obstructive lesion was questionable in this child 
and failure of normal development appeared more 
likely. The signs and symptoms produced by bladder 
neck obstruction in children show wide individual 
variation. Perhaps the most common finding that leads 
to investigation of the urinary tract is pus in the urine 
Infected urine was found in 79% of the 129 children 
and 89% of these had suffered recurrent attacks of 
chills and fever. Infection in these patients is a com- 
plication of obstruction, frequently a late one, and the 
fact that urinary infection led to the initial urologi« 
investigation indicates that earlier symptoms ,were 
overlooked or considered insignificant. Importance 
should therefore be attached to any variation from the 
normal voiding pattern in a child. Other symptoms 
were frequency and straining to urinate, urgency, 
enuresis, overflow incontinence, acute retention, and 
hematuria. The incidence of acute retention in chil- 
dren is low. Acute retention occurred in only 5 of the 
129 children. Gross hematuria occurred in only 6 of 
this group. It usually occurs while the patient is strain- 
ing to urinate and is more likely to happen in those 
with an acute infection. 

Changes in the urinary tract produced by bladder 
neck obstruction in children vary somewhat from 
those observed in adults. The period during which 
hypertrophy of the bladder musculature may com- 
pensate for the increased difficulty in performing its 
function appears to be short in children, giving way 
to such rapidly progressive dilatation that the bladder 
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becomes a large atonic sac. Vesicoureteral reflux is 
also encountered more frequently in children. In those 
patients with reflux varying degrees of hydronephrotic 
atrophy of the renal cortex will be found. Vesical di- 
verticula of clinical significance occur less frequently 
in children. They were found in only 2 of the 129 
children. The diagnosis of obstruction of the lower 
urinary tract in children requires, in addition to routine 
chemical and bacteriological studies of the urine and 
renal function tests, specific urologic studies. These 
include excretory urography, retrograde cystography, 
cystoureteroscopic examination, and retrograde pyelo- 
ureterography. Treatment of bladder neck obstruction 
in children is surgical removal of the primary obstruc- 
tive lesion by transurethral resection or through the 
suprapubic transvesical approach. 


Local Injections of Hydrocortisone for the Effective 
Treatment of Circumscribed Strictures of the Urethra. 
M. K. Lyons and C. D. Bonner. J. Urol. 77:741-755 
(May) 1957 [Baltimore]. 


The authors report experiences with this type of 
treatment in 53 patients with 56 strictures of the 
urethra and the meatus. There were 18 strictures of 
the meatus, 15 of the anterior urethra, 18 of the mem- 
branoprostatic junction and 5 of the posterior urethra. 
An aqueous suspension of hydrocortisone was injected 
directly into the tunica propria at the base of the 
stricture at 2 clock positions, 5 and 7 or 3 and 9. No 
anesthesia was required in the meatal stricture, and 
the injection was done directly without the aid of 
urethroscopy, a 2-cc. syringe and a 22-gauge needle 
being used. Strictures of the anterior and posterior 
urethra were located and visualized through the Mc- 
Carthy foroblique panendoscope, and injection was 
done with an especially devised endoscopic needle 
passed through the panendoscope and inserted into 
the tunica propria beneath the stricture under direct 
vision. The most important feature of this insertion is 
to get the needle well under the mucosa and into the 
tunica propria underlying the stricture before the 
hydrocortisone is injected. The injection was done 
under local intraurethral anesthesia with 1:500 nuper- 
caine solution or, more desirable, under low spinal or 
general anesthesia as the case indicated. With each 
treatment the stricture was first dilated to its limit of 
distensibility without rupture. 

Total dosages of 25 mg. to 150 mg. of hydrocortisone 
in from 1 to 8 injections were administered. When 
more than 1 injection was given, the successive ones 
were done in most instances at intervals of 2 days. 
Total dosage and interval of injections varied. Patients 
received prophylactic chemotherapy or antibiotic 
therapy; however, no complications resulted from the 
omission of this therapy in more recent cases. Fifty- 
one of the 56 urethral and meatal strictures were 
cured by the local injection of hydrocortisone into the 
tunica propria below 2 clock positions of the urethral 
stricture. Cure was usually obtained with 3 or fewer 
injections. Two dense elongated strictures and 3 mul- 
tiple strictures not amenable to this therapy were 
eventually cured by internal urethrotomy and injec- 
tion of the incision site with hydrocortisone. 


J.A.M.A., Aug. 31, 
OPHTHALMOLOGY 


Treatment of Retinal Artery Occlusion. L. M. Weer. 
koon. Am. J. Ophth. 43:947-950 (June) 1957 [Chicago! 


The pathology of retinal artery occlusion is stil] he. 
ing debated. Three causes have been suggested: (| 
embolism, (2) local vascular accident (thrombus), ay, 
(3) arterial spasm. Of these, the first has been rejected 
Thrombosis is generally thought to be the cause of 
retinal occlusion today, but the author believes thy 
arterial spasm is always present, either as the primar 
cause or secondary to a thrombus. Patients with ret. 
inal artery occlusion can be divided into 2 groups 
(1) young adults who show no abnormality other thay 
cold fingertips or other evidence of vasomotor instg. 
bility, in whom arterial spasm is the primary cause of 
occlusion, and (2) ‘persons who are past middle lif 
and who have arteriosclerotic disease and/or hyper- 
tension and thus are predisposed to develop thromb 
The author feels that treatment of retinal occlusion 
should be based on the premise that every case in. 
volves a spasm. Retrobulbar injection of a vasodilator 
is the best of the medical methods of treatment, while 
stellate ganglion block, in an attempt to reduce sym- 
pathetic overactivity, is apparently an effective sur- 
gical measure. Seventeen patients were given retro- 
bulbar injections of Priscol (imidazoline hydrochlor- 
ide) or Ronicol (8-pyridyl-carbinol) followed by sys. 
temic treatment, and useful vision was restored in 
many of the patients. Priscol is contraindicated in 
patients with coronary disease and peptic ulcer be- 
cause of its histamine-like action. 


INDUSTRIAL MEDICINE 


Organic Phosphate Insecticide Poisoning: An Agricul- 
tural Occupational Hazard. C. S. Petty. J. Louisiana 
M. Soc. 109:158-164 (May) 1957 [New Orleans]. 


Four cases of organic phosphate insecticide poison- 
ing incurred during the crop-dusting season are re- 
ported in patients between the ages of 15 and 44 years. 
The first patient was employed as a “mixer” of insecti- 
cides and was wearing a raincoat, gloves, and a res- 
pirator when opening cans of 25% Parathion. Since 
he was adequately protected, it may be assumed that 
the mask leaked or the filter elements may have been 
exhausted by long use. In this patient, mild Parathion 
poisoning was manifested by profuse sweating, a 
marked tremor of the hands, a sluggish reaction of 
normal-sized pupils to light, and a blood cholin- 
esterase level of about 50% of normal. The second 
patient was spraying methyl Parathion on crops with 
his aeroplane. A slight leak developed in the insecti- 
cide storage tank in the front cockpit of the aircraft, 
permitting the insecticide to leak onto the pilot’s leg 
for several days. Weakness, abdominal cramping, 
nausea, vomiting, and diarrhea occurred. When he was 
admitted to hospital his pupils were narrow; he was 
profusely sweating and salivating and had a coarse 
tremor of the hands. The pilot of an airplane faces an 
additional hazard from organic phosphate poisoning 
in that the pupils may be narrowed and accommoda- 


Vol. 1! 


ron 
jstal 
crop: 
rator 
jomi 
in 2 | 
if nd 
of th 
he h 
equi 
“flag 
eral 
fron 
The 
bloc 
A 
pin 
mu 
drv 
tati 
be 
firs 
dri 
Ar 
tos 
ml 
in 
ag 


| 
my, 

4 
ate 
| 

| ( 

‘ 

| 

he 


Veere. 
icago| 


he. 
ed: (] 
and 
ected 
of 
that 
iman 
h ret. 
Oups 
insta- 
Se of 
yper- 
mbi 
ISion 
in- 
ator 
hile 
vm- 
Sur- 
tro- 
lor- 
in 
in 
be- 


1, 1957 


Vol. 164, No. 18 


son may be impaired, making judgment of depth and 
iistance poor. The third patient applied tetraethyl- 
pyrophosphate with a small hand-sprayer to a small 
-op. No protective clothing was worn and no respi- 
;ator was used. Weakness, muscular twitching, ab- 
iominal cramps, nausea, and vomiting occurred with- 
») 2 hours, and the blood cholinesterase level was 5% 
f{ normal. Tetraethylpyrophosphate is the most potent 
{the organic phosphate insecticides and should never 
be handled without adequate protective clothing and 
equipment. The 4th patient was employed as a 
“lagger’ in the cotton fields. He was exposed for sev- 
eral days to a spray of 1% methyl Parathion released 
from an aeroplane. Dizziness and vomiting occurred. 
The next day cigarettes made him feel sick, and his 
blood cholinesterase level was about 40% of normal. 

All 4 patients were treated successfully with atro- 
pine. The recommended initial dose of the drug is 2 to 
{mg. (1/30 to 1/15 grain) given intravenously or intra 
muscularly. If, 10 to 20 minutes after such a trial dose, 
drying of the skin and mucous membranes and dila- 
tation of the pupils have not occurred, the patient may 
be given large amounts of the drug (up to 30 mg. in the 
first hour). In giving the atropine, the effects of the 
drug are “titrated” against the effects of the poison. 
Artificial respiration may be necessary for the coma- 
tose patient. The contaminated clothes of the victim 
must be removed and the surface of the body washed 
in an effort to prevent continuing absorption of the 
agent through the skin. Repeated atropinization may 
be necessary. 


Absence of Raynaud’s Phenomenon in Workers Using 
Vibratory Tools in a Warm Climate. T. A. Lloyd 
Davies, E. M. Glaser and C. P. Collins. Lancet 1:1014- 
1016 (May 18) 1957 [London]. 


The Raynaud phenomenon is induced by exposure 
to cold and precipitated by the use of vibratory tools. 
In cold weather people working with vibratory tools 
often display this phenomenon on their way to work, 
especially if they use a bicycle or a motor-cycle, but 
symptoms may disappear during work when the body 
warms up. Raynaud’s phenomenon is unknown among 
men using vibratory tools in Singapore, and it was 
therefore of interest to find out whether it is either 
masked or prevented by a warm climate. Singapore is 
within 1% degrees of the equator, and its climate is 
uniformly warm. Studies were made on 31 workers 
who had been using vibratory tools in a Singapore 
dockyard. Most of them had done this work for more 
than 3 years and 10 of them for more than 15 years. 
All tests were made in a cool room at 10.5 C (51 F) 
while the men wore tropical clothes but no shoes or 
socks. A period of not less than 75 minutes was allowed 
to enable the men to complete thermal adjustments. 
After the preliminary period each man immersed his 
right hand and wrist in water at 10 C (50 F) for 10 
minutes. 

None of the dockyard workers showed any signs of 
Raynaud’s phenomenon. The evidence suggests that 
vibration induces the Raynaud phenomenon only if 
there is also intermittent cooling of the body and of 
the hands. The authors conclude that an investigation 
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on the lines of the present experiment, involving thor 
ough cooling of the whole body as well as immersion 
of the hand, would show up potential sufferers trom 
the Raynaud phenomenon. If all those intending to use 
vibratory tools were tested in this way, it would be 
possible to classify Raynaud’s phenomenon as an in 
dustrial disease. Thorough general warming of the 
body and hands before starting work in places heated 
to relatively high environmental temperatures might 
be advantageous. 


PUBLIC HEALTH 


Preventive Treatment of Tuberculosis in Italy: The 
Present-Day Approach to the Problem. S. Taronna 
Clin. pediat. 39:31-39 (Jan.) 1957 (In Italian) [Bologna 
Italy]. 


The author describes 3 periods of the campaign 
against tuberculosis that has been waged in Italy since 
1927. The first period, from 1927 to 1940, was charac 
terized by the obligatory establishment of centers for 
the fight against the disease. Problems such as early 
diagnosis and assistance for admission to health cen 
ters were solved considerably, and the mortality rate 
diminished markedly. The incidence of infection and 
the mortality rate increased markedly during the sec 
ond period, which lasted from the beginning of the 
war to the immediate post-war years. Antibiotics re 
duced markedly the mortality rate during the third 
period, from the post-war years to the present day. A 
tendency toward chronic forms of the disease, the 
large number of infectious sources, and resistance to 
antibiotics are the major problems that the campaign 
for the prevention of tuberculosis faces in Italy today 
Mass roentgenologic examination reduced the mor 
bidity rate of the city of Venice from 5.23% in 1950 to 
1.02% in 1955. Very good results have been obtained 
with vaccination. Only 0.36% of 3,952 children that 
were vaccinated contracted tuberculosis; 2,742 of these 
children lived in a contagious environment, and 0.51% 
of these contracted tuberculosis. The author thinks 
that the next step of the campaign is to improve the 
conditions of chronic patients, who increase continu 
ously in number. 


Grand Rapids Fluoridation Study—Results Pertaining 
to the Eleventh Year of Fluoridation. F. A. Arnold. 
Am. J. Pub. Health 47:539-545 (May) 1957 [Albany 
N. Y.]. 

The results of 11 years of water fluoridation in 
Grand Rapids, Mich., for both deciduous and perma- 
nent teeth have been summarized. The results of this 
study, together with others which have been con- 
ducted for similar periods, indicate the feasibility of 
this procedure for the control of dental caries. In all 
studies the findings show a reduction of 60 to 65% in 
the prevalence of caries in the permanent teeth of 
children born subsequent to the change in water 
supply. Furthermore, the evidence strongly suggests 
beneficial effects on teeth which were formed, or 
erupted, prior to the initiation of water fluoridation. 
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Principles of Surgical Physiology. By Harry A. Davis, M.D., 
C.M., F.A.C.S., Clinical Professor of Surgery and Director of 
Surgical Research, College of Medical Evangelists, Los Angeles. 
Foreword by Lester R. Dragstedt, Professor of Surgery and 
Chairman of Department, University of Chicago, Chicago. 
Cloth. $20. Pp. 841, with 49 illustrations. Paul B. Hoeber, Inc. 
(medical book department of Harper & Brothers), 49 E. 33rd 
St., New York 16, 1957. 


This book is a well-written condensation of current- 
ly available information. It is primarily a surgical text- 
book with emphasis on physiological aspects, for the 
author maintains a clinical approach throughout. The 
usual presentation of the basic physiology of each 
system is included, but, in addition, most of the disease 
processes of interest to the surgeon are discussed spe- 
cifically and symptoms and signs are correlated with 
physiological changes. The book is divided into two 
sections. The first consists of 13 chapters dealing with 
such general subjects as nutrition, cellular metabolism, 
surgical convalescence, and tissue transplantation. The 
second section, also 13 chapters, is devoted to a more 
detailed presentation of each major system of the 
body—except the special senses. Throughout the book 
and in an appendix are tables of chemical and physi- 
ological tests currently in use, including pulmonary 
function tests, data on cardiac catheterization, and 
tests of endocrine function. In addition to normal val- 
ues, changes resulting from specific lesions are re- 
corded. This is an excellent textbook for the young 
surgeon. For the more advanced student, however, 
the coverage of many subjects is too brief, and dis- 
cussion of controversial points is too limited or omit- 
ted. The value of this volume would be enhanced by 
increasing the scope of the bibliography. Neverthe- 
less, this is one of the best works available on this 
subject. 


Ciba Foundation Symposium on the Nature of Viruses. Edi- 
tors for Ciba Foundation: G. E. W. Wolstenholme, O.B.E., 
M.A., M.B., and Elaine C. P. Millar, A.H.-W.C., A.R.I.C. Cloth. 
$8. Pp. 292, with 57 illustrations. Little, Brown & Company, 34 
Beacon St., Boston 6; J. & A. Churchill, Ltd., 104 Gloucester 
Place, Portman Sq., London, W.1, England, 1957. 


Since the Ciba Foundation was established in Lon- 
don in 1947 as an international educational and 
scientific center, it has arranged conferences and sym- 
posiums and arranged for publication of the proceed- 
ings. In this 32nd book of the series, 17 eminent sci- 
entists give their ideas on such topics as the structure 
of viruses revealed by the electron microscope, the 
chemistry of viral mutants, ribonucleic acid in influ- 
enza virus, multiplication of animal and plant viruses, 
morphologic aspects of viral infections of cells revealed 
by fluorescent antibodies, the size and distribution of 
specific antigens in virus-infected tissues and _ their 
significance, and the interaction of phages with bac- 
terial cell walls. The papers and discussions show 


These book reviews have been prepared by competent authori- 
ties but do not represent the opinions of any medical or other 
organization unless specifically so stated. 
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that a long road has been traveled from the point 
departure—the mysterious filterable infective particle 
to a typical virus particle envisioned as a structyy, 
made up of nucleic acid carrying genetic materi 
and a coating of proteins with enzymes determining jj 
antigenic specificity. It is now known that the protej 
and nucleic acid portion of certain plant viruses cay 
be dissociated and later recombined to form a reco, 
stituted infective particle, making it clear that vir,| 
multiplication is a special case of protein biosynthesi 

Aside from great intrinsic interest to biology, th 
implications of the phenomena analyzed and discussed 
extend far beyond the field of viral research and hay 
many practical objectives. They make it apparent tha 
the solution of the problems of controlling viral mu. 
tiplication by chemotherapeutic agents can come onl) 
through biochemical study of viruses. Prevention of 
viral diseases requires either the preparation of pur. 
fied vaccines or the selection of living vaccine strains 
appropriate to the purpose. Why it is so difficult t 
prepare a formalin-treated poliomyelitis vaccine of 
constant value is partly explained. From a human 
point of view, the important feature of any virus is its 
virulence. The approach to the resulting problem: 
is mainly academic in that it stresses the morphologic. 
physical, and chemical methods of developing bhy- 
potheses. The biologist and the physician should take 
advantage of this opportunity to learn about the con- 
tributions being made by physicists and chemists to 
viral research. This book requires careful study. It is 
a rich source of critical information assembled in a 
well-printed, well-illustrated form. It brings together 
scattered observations and facts by reviewing for 
the scientist certain phases of viral research. Students 
of microbiology should broaden their horizons by 
reading this book. 


Understanding Surgery. Edited and compiled by Robert E. 
Rothenberg, M.D. Cloth. $4.95, Pp. 620, with 103 illustrations 
by Sylvia and Lester V. Bergman, McGraw-Hill Company, Inc. 
330 W. 42nd St., New York 36; 95 Farrington St., London, 
E.C.4, England; 253 Spadina Rd., Toronto, Canada, 1955. 


This book was written for the laity. Clarity has been 
maintained throughout by the use of nontechnical 
terms and simple pen and ink drawings. Eight authors 
have collaborated on sections dealing with ocular surg- 
ery, otorhinolaryngology, neurosurgery, surgery of the 
neck and chest, abdominal surgery, urology, gynecolo- 
gy, orthopedics, and surgery of the superficial tissues. 
Unnecessary overlapping of subject material has been 
avoided. Although the technical material is excellent 
and timely, this is a glaring example of poor book 
making. The pages have been placed off center and 
the sentences seem to run up and down hill. It was 
indeed a strain on the eyes to attempt to read the 
book. It may be that the reviewer’s copy was a bad 
one and that in later copies these faults have been 
corrected. The material contained in the book can be 
recommended to the lay reader. 
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QUERIES AND MINOR NOTES 


pROGNOSIS WITH AURICULAR STANDSTILL 
To rHe Eprror:—If sustained or prolonged auricular 
standstill, as demonstrated on the electrocardiogram, 
persists for more than a few seconds, what can be 
expected as to the prognosis and what would the 
etiology be suspected to be? Is this condition ever 
found in a situation where idioventricular rhythm 
has been established and in which the patient has 
survived for several weeks, months, or years? 
Roy W. Money, M.D., Pulaski, Tenn. 


AnsweR.—The diagnosis of auricular standstill may 
be difficult to make electrocardiographically. It is as- 
sumed to be present when a nodal or idioventricular 
rhythm is present without visible P waves. However, 
differentiation must be made from nodal rhythm with 
P waves buried within the QRS complexes and from 
auricular fibrillation with complete atrioventricular 
block. When one labels a rhythm auricular standstill, 
it is assumed that there is complete sinus arrest, with 
block of retrograde conduction from the atrioventricu- 
lar node, so that no impulse enters the auricular 
muscle from the nodal pacemakers. In addition, the 
auricular myocardium is markedly depressed, so that 
no auricular foci are set up. Auricular standstill has 
been produced experimentally after anoxemia, cooling 
of the sinus node, potassium poisoning, and carbon 
monoxide poisoning. Carotid sirus pressure, coronary 
ischemia, and rheumatic myocarditis are other etiologi- 
cal factors. The commonest clinical cause for this con- 
dition is overdosage with digitalis and quinidine. It 
generally occurs in elderly patients with congestive 
heart failure, severe coronary disease, and ischemia 
of the myocardium. It rarely occurs in the absence of 
organic heart disease. The auricular standstill is usu- 
ally transient and generally occurs when arrhythmias, 
such as auricular fibrillation, are converted to normal 
sinus rhythm. Not infrequently, however, it may last 
for several hours or days. In one reported case, it 
lasted for 11 days. There is no reason why it cannot 
last longer. 

The prognosis is poor. The majority of patients with 
auricular standstill die within several days or weeks, 
but this is probably the result of the severe organic 
heart disease and heart failure rather than the im- 
paired auricular conduction. Treatment includes stop- 
ping the administration of digitalis and quinidine, if 
they are etiological factors, and administering atropine, 
ephedrine, or Isuprel. Potassium salts may help if over- 
dosage of digitalis is a factor. The associated coronary 
ischemia and the cardiac failure must be treated. 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer's name 
and address, but these will be omitted on request. 


USE OF DIGESTIVE ENZYMES 

FOR EXUDATE OF OTITIS MEDIA 

To tHe Eprror:—Ear pathology that progresses from 
an acute otitis media to a subacute or a chroni 
otitis media with the development of a thick exudate 
has been observed in children. After a myringotomy 
has been done and after this thick glue-like mucus 
has been aspirated from a child's ear, would it be 
harmful to inject an enzyme, such as Tryptar, in the 
middle ear? 

Ray M. Moose, M.D., San Bernardino, Calif 


Answer.—A digestive enzyme, such as Tryptar, o1 
Caroid, a brand of digestive ferment derived from the 
Carica papaya, may be used to digest the thick mucus 
or the mucopurulent exudate of an acute, subacute 
or chronic otitis media effectively and safely 


EXOPHTHALMOS WITH 
CONJUNCTIVAL EDEMA 
To tHe Eprror:—What is the recent treatment for 
exophthalmos and conjunctival edema associated 
with toxic diffuse goiter (Graves disease )? 
Henry G. Kurz, M.D., La Habra, Calif 


This inquiry was referred to two consultants, whose 
respective replies follow.—Eb. 


Answer.—The common type of exophthalmos asso 
ciated with toxic diffuse goiter is that which parallels 
the course of the hyperthyroidism. This is a benign 
form of exophthalmos which requires no special treat 
ment other than correction of the hyperthyroidism 
Exophthalmos that is accompanied by conjunctival 
edema, chemosis, and extraocular muscle palsy is more 
likely to be the progressive or malignant type. Wide 
variations in the course of the exophthalmos make it 
almost impossible to predict the eventual outcome in 
any particular case. Furthermore, the unpredictable 
course makes it extremely difficult to determine wheth- 
er improvement in the exophthalmos is due to a spon- 
taneous remission or to the therapy that happens to 
be in use at the time. 

In general, there is no effective medical treatment 
for progressive exophthalmos, If hyperthyroidism is 
present, it should be corrected in a positive manner by 
subtotal thyroidectomy after preparation with anti- 
thyroid drugs or with radioiodine (I'"') if the patient 
is over 50 vears of age. There is no conclusive evi- 
dence that progression of the exophthalmos is acceler- 
ated by the elimination of hyperthyroidism. It is true 
that exophthalmos may progress after correction of 
hyperthyroidism with antithyroid drugs, with thyroid- 
ectomy, or with I'"', but it is also true that exoph- 
thalmos has progressed severely in the presence of ac- 
tive hyperthyroidism. Elimination of hyperthyroidism 
is, therefore, the first step in the treatment of exoph- 
thalmos. 
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2100 QUERIES AND MINOR NOTES 

Care of the protruding eyes should include eleva- 
tion of the head of the bed at night, protection of the 
cornea during the day by the use of glasses, warm 
compresses to the eyes three or four times a day, 
application of protective ointments at bedtime to avoid 
drying of the cornea, prompt, energetic treatment: of 
conjunctival infection, and avoidance of excessive 
fatigue, excitement, or nervous tension. These meas- 
ures are simply protective and do not alter the course 
of the exophthalmos. Treatment of exophthalmos with 
desiccated thyroid, triiodothyronine, cortisone, estro- 
gens, pituitary, or orbital radiation has given such in- 
consistent results as to cast serious doubt on their 
value. If the course of the exophthalmos is steadily 
progressive and the degree of proptosis is such as to 
jeopardize the eyes, orbital decompression by surgery 
is indicated without delay. 


Answer.—The bulk of accumulated evidence points 
to toxic diffuse goiter as being a thyrohypophysial 
syndrome, and there is much evidence to indicate that 
the pituitary gland is intimately connected with exoph- 
thalmos in this condition, although it is frequently 
dissociated from the size of the goiter or the degree 
of thyroid activity measurable. 

Exophthalmos may appear before the occurrence of 
hyperthyroidism or in instances in which it is never 
detected, It frequently comes during increasing hyper- 
thyroidism and not infrequently appears after its 
disappearance. It is thought to be due to hyperpitui- 
tarism associated with an excess ouput of thyroid- 
stimulating hormone or a closely connected factor, an 
exophthalmos-producing substance. 

The types of treatment available include the follow- 
ing, most of which are designed to inhibit pituitary 
activity: It is considered good practice to correct hypo- 
thyroidism, and it is probably good practice to correct 
hypometabolism even though definite evidence of hy- 
pothyroidism is not present. The use of larger than 
physiological doses of desiccated thyroid or triiodothy- 
ronine have been tried in the past, with only mild 
success, but there are now a few instances on record in 
which prompt and marked improvement has followed 
the use of large doses of triiodothyronine. 

Estrogens and androgens have been used as pitui- 
tary inhibitors, but in exophthalmos they have been 
of little or no practical value. Some patients in this 
country and in England have been treated with corti- 
cotropin (ACTH), cortisone, or hydrocortisone or with 
combinations of these. Records to date indicate that 
the response to these substances is not readily practi- 
cable. Though dramatic response may occur, the im- 
provement may in some instances be great in the ac- 
tual proptosis, but in most instances, as more results 
accumulated, the result is chiefly on soft-tissue swell- 
ing of lids and conjunctiva. In those instances in 
which corneal drying or beginning ulceration threat- 
ens, or the loss of an eye, orbital decompression ( Naf- 
zigger’s operation ) may be necessary. 

The method which has recently been highly suc- 
cessful in a few instances was reported first in 1942; 
namely, the production of hypopituitarism. A similar 
patient has recently been reported in the Journal of 
Clinical Endocrinology and Metabolism by M. Al- 


J.A.M.A., Aus. 31, 


beaux Fernet and co-workers, and other unpublis), 
data indicate that hypopituitarism caused by surg. 
may be followed by almost complete disappearance , 
all eye signs associated with severe exophtlh.almos 

Local eye care and local operations may be yse, 
One of the most important points is to preveit dryne 
of the cornea. This can be helped by use of protectiy, 
ointments at night and the wearing of shields over ¢}, 
eyes to maintain a moist atmosphere over the com, 
Skin divers’ goggles are useful for this purpose, If ¢}, 
condition is fairly marked and stationary, covering yj 
the eye may be assisted by tarsorrhaphy. For the x 
sociated diplopia, muscle surgery has some usefulnes 
It has to be postponed until the condition is stationay 
and its usefulness is limited because of the type 9) 
change which has occurred within the affected muse) 
rendering it relatively paralytic due to infiltration 9 
leukocytes, mucopolysaccharides, and later with my 
associated fibrosis. 


OCULAR EFFECTS OF ALCOHOL 
To THE Eprror:—It has been said that diminution oj 
the visual field is among the first manifestations oj 
physiological disturbances caused by alcohol in driv. 
ers of motor cars. Is the fact really proved, or, on th 
contrary, is it scientifically denied? 
H. Hinglais, M.D., Paris, France. 


This inquiry has been referred to two consultants 
whose respective replies follow.—Eb. 


ANsWER.—The classic eye sign of alcohol intoxication 
is the cecocentral scotoma characteristic of tobacco- 
alcohol amblyopia. There is some question whether the 
scotoma results from alcohol alone. No available text 
describes constriction of the visual field as an ear) 
manifestation of physiological disturbance caused }) 
alcohol. Loss of visual acuity in tobacco-alcoho! 
amblyopia is temporary and is recovered shortly after 
the use of tobacco is discontinued even though the use 
of alcohol is continued. Diminution in visual acuity 
occurs with optic neuritis and optic atrophy in methy! 
alcohol poisoning and may go into total permanent 
blindness. The first ocular manifestation of alcoho! 
intoxication is diplopia and loss of judgment of dis- 
tance. This disturbance is of more importance to driv: 
ers of motor cars than diminution of vision or 
constriction of the visual field. 


ANsweR.—It is generally assumed that the effect of 
alcohol on the central nervous system is due to poison- 
ing of tissue cells so that they are unable to use oxygen 
properly. In other words, a state analogous to tissue 
anoxia is produced and would explain the striking 
effects of alcohol on the central nervous system, since 
nervous tissue is very susceptible to oxygen want. The 
symptoms of anoxia in relation to vision are diminished 
visual acuity, constriction of the visual fields, reduc- 
tion in retinal sensitivity, and increased fatiguability 
of the muscles of accommodation and convergence 
(Wilmer and Berens: J. A. M. A. 71:1394-1398 [Oct. 
26] 1918). A progressive loss in the visual fields with 
increasing lack of oxygen has also been reported by 
Evans and McFarland (Am. J. Ophth. 21:968, 1935). 
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studying the relationship of alcoholic intoxication 
nd anoxemia, it has been shown that an excess of 
wgen and carbon dioxide tended to sober up the 
sibjects more rapidly and that they did better in 
vchological tests (McFarland and Barach: Am. J. 
Sc. 192:186, 1936 ). 


STEROID THERAPY AND SURGERY 

To tae Eprror:—Recently several articles have stated 
that, if a patient has had a course of steroid therapy 
and then has required a major surgical procedure 
even up to six months after the last dose of cortisone, 
he should be fortified with cortisone prior to and 
after the operation. Does this apply to corticotropin 
(ACTH) as well as cortisone and its derivatives? 
Just what is meant by having had cortisone therapy 
within six months of the surgical procedure? Does it 
mean at least one day or one week of steroid ther- 
apy? Does the amount of steroid given bear a lot of 
weight? 

Sidney W. Berezin, M.D., Spring Valley, N. Y. 


AnsweR.—To date there are no available reports 
which indicate that the same prophylaxis must be taken 
with corticotropin as with cortisone. However, this 
should not be considered as conclusive unti] more 
time has elapsed. 

If the patient has had any cortisone therapy within 
six months of the time of surgery, he should be forti- 
fied with cortisone. Although this is still questionable, 
present thinking is that it is a safe prophylactic meas- 
ure. The amount of steroid necessary to produce a 
depression in adrenal function is still not known, since 
reactions differ in individuals. The amount of steroid 
given, however, should constitute a guide by which one 
may determine the amount of fortification necessary. 


TOXICITY OF PHOTOGRAPHIC CHEMICALS 


To THE Eprror:—Have any toxic symptoms been noted 
in patients who work with any of the following sub- 
stances: Elon, hydroquinone, Kodalk, potassium 
alum, potassium bromide, sodium carbonate, and 
sodium sulfite? Is there any special reference to 
anemia or bone-marrow depression? 

Morton I. Silverman, M.D., Allentown, Pa. 


ANswErR.—The substances mentioned are commonly 
found in black-and-white photographic developers. 
There is no evidence of anemia or bone-marrow de- 
pression either in workers who manufacture or pack- 
age the substances or in photographers who use them 
as developers. The only known toxic symptom is that 
of occasional contact dermatitis, which may result 
from continued contact with the alkaline developing 
solution or occasionally from a specific sensitivity. Ac- 
cidental or suicidal ingestion of large amounts of mix- 
tures of the solid developing agents has been known to 
give rise to acute hemolytic effects and symptoms re- 
sembling those of phenol intoxication. On the other 
hand, hydroquinone has been ingested in amounts as 
large as 300 to 500 mg. per day for several months 
without any effect on the blood picture in humans 
(Carlson and Brewer: Proc. Soc. Exper. Biol. & Med. 
84:684, 1953). 


QUERIES AND MINOR NOTES 2101 


DIAGNOSIS AND TREATMENT 
OF PERNICIOUS ANEMIA 


To tHe Eprror:—Regarding the query entitled “Diag 
nosis and Treatment of Pernicious Anemia” in Tr 
JournaL, May 11, 1957, page 221, 1 notice that the 
inquirer requests an estimate of the number of 
patients who may have been treated for pernicious 
anemia, especially in rural districts, who have never 
been given a gastric test. I can contribute one such 
case, for I live in a rural area 

Laboratory tests on a patient showed that he 
had a hemoglobin level below 7 Gm. per 100 c« 
negative fecal occult blood, and suggestive perni 
cious anemia. There was a reduced vibration sensa 
tion of the feet and a history of “thin blood” several 
years previously with associated weakness. Inasmuch 
as free hydrochloric acid was found in the gastric 
secretion after the histamine test, the case of this 
patient was apparently one of the rare instances in 
which pernicious anemia has existed with free hy 
drochloric acid in the stomach. The hemoglobin 
level was raised to more than 12 Gm. per 100 cc 
through no other therapy than parenterally adminis- 
tered vitamin B,». The patient also had a striking 
improvement in the vibration sensation of the feet 
During this period he ingested no more liver than 
would occasionally be included in his ordinary diet 

P. Evans Adams, M.D., Norlina, N.C 


The above comment was referred to the consultant 
who answered the original query, and his reply fol 
lows.—Eb. 


To tHE Eprror:—There certainly are few patients with 
pernicious anemia who have free hydrochloric acid 
but not enough intrinsic factor in their gastric juice 
to insure adequate absorption of vitamin By,» from 
the gastrointestinal tract. This consultant, however. 
has seen two such patients. Moreover, about 35 to 
50 such patients have been described in the litera 
ture, but not all of these have been thoroughly 
studied. The patient described by the physician writ 
ing the comment may well represent another 
example. There are only a few other situations in 
which improvement following injections of vitamin 
B,. would have been so dramatic, On the other hand 
the condition is so rare that it is quite justifiable to 
regard the presence of free hydrochloric acid in the 
gastric secretion as ordinarily ruling out a diagnosis 
of pernicious anemia. One formerly could prove the 
absence of intrinsic factor only by collecting the 
gastric juice and assaying it for intrinsic factor. Nou 
one can give a standard dose of radioactive vitamin 
B,. and demonstrate that it is absorbed poorly 
unless a source of intrinsic factor is administered 
along with the radioactive B,.. 

One cautionary comment, however, should be 
made. Vitamin B,.-responsive megaloblastic anemia 
may occur in association with certain diseases or 
abnormalities of the intestinal tract. In these condi- 
tions free hydrochloric acid is often present in the 
gastric contents. That is true of idiopathic steator 
rhea or nontropical sprue. The absence of diarrhea 
does not exclude this possibility, and the anemia 
may respond to vitamin B,, as well as to folic acid 
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The megaloblastic anemia due to fish-tapeworm or 
Ascaris infestation will be corrected by the adminis- 
tration of vitamin B,.; free hydrochloric acid is 
occasionally found in the gastric juice. One may 
rarely see a strict vegetarian who has a dietary de- 
ficiency of vitamin B,,. The megaloblastic anemia 
seen with intestinal strictures, anastomoses, or mas- 
sive diverticula of the small intestine usually re- 
sponds better to folic acid but may at times show 
improvement after therapy with parenterally ad- 
ministered vitamin B,.. The fact that the patient 
described in the comment above responded to injec- 
tions of vitamin B,,, therefore, indicates that he 
probably had a vitamin B,, deficiency, but it does 
not necessarily prove that he has true pernicious 
anemia. Additional studies would be necessary to 
provide that evidence. For a report of such an in- 
vestigation see the article by Harris-Jones and asso- 
ciates (Blood 12:461, 1957). 


WESTERGREN SEDIMENTATION 
RATE TECHNIQUE 


To THE Eprror:—In the Queries and Minor Notes 
section of THe JourNAL for May 25, 1957, page 509, 


there is a comment regarding the correct normals for 


the Westergren method of determining the sedimen- 
tation rate of erythrocytes. 

Clay-Adams, Inc., manufacturer of laboratory 
supplies, had occasion in 1956 to recheck its stand- 
ards and literature on this subject. After extensive 
investigations and consultations with several hema- 
tologists, it was decided that our old instructions 
were incorrect insofar as normals were concerned, 
and these were changed to agree with the limits of 
sedimentation rate advocated by Westergren. 
Westergren gives a normal range of 1 to 3 mm. 
sedimentation after one hour for men and 4 to 7 
mm. sedimentation after one hour for women (Acta 
med, scandinav. 139:214, 1951). Ham gives the same 
normal range limits which are based on a dilution 
rate of 1 part of sodium citrate (3.8% solution) to 
4 parts of blood. Where the dilution rate is reduced 
to 1 part of sodium citrate solution to 8 or 9 parts of 
blood, the normal sedimentation rate is given as 0 to 
15 mm. after one hour for men and 0 to 20 mm. after 
one hour for women (Todd and Sanford: Clinical 
Diagnosis by Laboratory Methods, Philadelphia, 
W. B. Saunders Company, 1948). 

Gradwohl appears to be incorrect. He suggests a 
dilution of 0.4 cc. of sodium citrate soi sition to 1.6 cc. 
of blood, or 1 to 4, then gives the normals for a 
dilution rate of 1 to 8 (Gradwohl: Clinical Labora- 
tory Methods and Diagnosis, ed. 5, St. Louis, C. V. 
Mosby Company, 1956, vol. 1, p. 961). 

Helpful references to this same question appeared 
in the Queries and Minor Notes section of THE 
Journat for March 23, 1940, page 1101, and again 
for Dec. 3, 1955, page 1422. 


Dewey H. Palmer 

Director of Product Development 
Clay-Adams, Inc. 

141 E. 25th St. 

New York 10. 


who answered the original query, and his reply fol- 
lows.—Eb. 


To THE Eprtor:—The addition of 10 Gm. of prednisone 


J.A.M.A., Aug. 3], 195° 


CONSTANT PERSPIRATION OF THE HANps 


To THE Eprror:— In THE Journat, June 29, 1957, pao, 
1040, I notice the answer to the query entitlp 
“Constant Perspiration of the Hands.” This cong 
tion of hyperhidrosis can be completely disablin, 
for certain individuals, and when the conditio, 
cannot be controlled with conservative medicy) 
measures, the operation of thoracic sympathectom, 
is indicated. This operation has been performed fo, 
many years for hyperhidrosis involving the uppe, 
extremities. The operation of bilateral second thor. 
cic ganglionectomy can also be performed wit) 
little risk; this does not produce bilateral Horne; 
syndrome, which will be produced if a stella 
ganglionectomy is performed. 


J. Grafton Love, M.D. 
Mayo Clinic 
Rochester, Minn. 


The above comment was referred to the consultant 
who answered the original query, and his reph 
follows.—Eb. 


To THE Eprror:--Few cases of hyperhidrosis of the 
hands are so severe and so resistant to conservative 
management as to make sympathectomy necessary. 
While this procedure is successful in drying the 
hands, dermatologists see more trouble from dry 
skin than from hyperhidrosis. It is necessary to open 
the chest bilaterally to perform this operation, and 
there are possible complications. Most local neuro- 
surgeons require from two to three hours for the 
procedure; it may be necessary to do it in two 
stages. This is a major procedure for a minor condi- 
tion. Many question the advisability of performing 
major surgery for a psychosomatic manifestation. 
Certainly, sympathectomy should be reserved as « 


last resort in the treatment of hyperhidrosis of the 
hands. 


CANDIDA OVERGROWTH FOLLOWING 
ANTIBIOTIC THERAPY 


To tHE Eprror:—The reply of the second consultant 
to the query regarding pruritus following Terramy- 
cin therapy in Tue Journa., June 22, 1957, page 
940, was very erudite, but the ointment recommend- 
ed would be very expensive. The San Diego price for 
10 Gm. of prednisone to be added to the salve ad- 
vised would be about $100. Could there have possi- 
bly been a misprint in the recommended dosage? 


James E. Reeves, M.D. 
205 Walnut Ave. 
San Diego 3, Calif. 


The above comment was referred to the consultant 


(Meticorten) was an obvious error. What was meant 
was 10 Gm. of 0.5% prednisolone cream (Meti-Derm) 
or 5 Gm. of 2.5% hydrocortisone acetate with neomy- 
cin sulfate (Neo-Cortef) or a similar hydrocortisone- 
like product to yield 34 Gm. of salve. 
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Diagnosis in General Practice — A Symposium from Boston 


If .ou have from time to time said to yourself, “Maybe I 
oucht to start getting the Medical Clinics of North 
America, they look mighty useful”—now is the time to 


See SAUNDERS Advertisement on next 2 pages 


begin 


this September Number with Chester Keefer a- 


consulting editor is practical from beginning to end. 


See details inside. 
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Specific information and up-to-date help 


from Boston’s leading medical centers 


on 20 diagnostic problems occurring 


frequently in the office practice of the 


internist and family physician .. . 


A practical Symposium in the September 


MEDICAL CLINICS OF NORTH AMERICA 


Sift PAGES, 57 ILLUSTRATIONS—CHESTER S. KEEFER, M.D., CONSULTING EDITOR 


Direct and Indirect Tissue Biopsy Methods: A Progress 
Report) Henry M. Lemon 


Current Concepts in Electrocardiography: A Critique of 
the Unipolar Approach to Interpretation Gerald  H. 
Whipple 


Backache—Differential Diagnosis Kenneth Christophe 


Clinical Examination of the Heart John R. Blake and 
Walter T. Goodale 


Pulmonary Function Tests: Practical Applications and 
Limitations in General Practice —William Franklin 


Tracer Studies in Medical Diagnosis ——Belton A. Burrows 


Dizziness and Vertigo: Diagnosis and Treatment —Charles 
A. Kane and M. Stuart Strong 


Pain in the Chest) Norman H. Boyer 
Cough, Dyspnea and Stridor —M. Stuart Strong 


Abdominal Pain—Douglas A. Farmer 


Roenigenologic Findings in Acute Diseases in the Ab 
domen—George Levene and Seymour A. Kaufman 


Hematemesis and Melena Seymour J. Gray, Thomas E. Olson 
and Jorge Manrique 


Jaundice—Its Differential Diagnosis Daniel S. Ellis 


Splenomegaly—A Problem in Differential Diagnosis—Vil 
liam Dameshek 


The Edematous Patient) Laurence B. Ellis 
Failure of Urinary Secretion John P. Merrill 


The Diagnosis of Virus Infection Louis Weinstein and 
Te-Wen Chang 


Current Diagnosis of Systemic Arterial Hypertension 


William Hollander 
The Neuroses in General Practice —Vernon P. Williams 


Periodic Examination of Well Patients-- John H. Sis:on 


The MEDICAL CLINICS OF NORTH AMERICA are books issued serially 6 times 4 
year. In each number of about 300 illustrated pages, you will receive the most modern 
help on diagnostic methods, latest treatments and up-to-date methods of management 
All articles, written by leading American Authorities are original, practical and of int 
mediate use in daily practice. Per year: Clothbound $18.00; Paperbound $1.0: 
FORTHCOMING NUMBERS: November— Philadelphia Number on GASTROENTEK: 
OLOGY ; January—Chicago Number on DIFFICULT OFFICE PROBLEMS. 


THE JOURNAL of the American Medical Association is published weekly by the American Medical Association. Subscription price, $15.00 a year, 45¢ a copy. Canad 
i 


$17.00. Foreign $21.50. Accepted for entry as second class mail at the Postoffice at Dayton, Ohio under the act of March 3. 1 


87%. Address all communications 


American Medical Association, 535 N. Dearborn St., Chicago 10, Illinois 
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urrent Surgical Mianagement 
Edited by Mulholland. Ellison & Friesen 


Bold evaluation of the alternate methods of operative 
approach in 29 common, but controversial surgical diseases 


Here is a book that examines the major controversies in American Surgery under a 
bright and penetrating light. It gives the surgeon a clear idea of what methods of surgi- 
cal management are being used today by what authorities and what sort of results may 
be expected. It gives the physician referring a patient for surgery, a firm background for : 
discussing the case more intelligently with the surgeon. 

The editors have carefully selected 29 common surgical diseases 


about whose management there is a distinct difference of 


opinion among qualified authorities. Here are a few of those 


discussed and evaluated: Chronie Duodenal Uleer— Perforated 

Duodenal Ulcer—Carcinoma of the Breast--Recurrent Pan- 
creatitis—Acute Cholecystitis—Intussuception— Regional 

Heitis—Cancer of the Cervix—Burns—Sliding Indirect In- 

guinal Hernia—Fte. 


For each of the diseases or disorders, the editors chose the 3 or 
4 management procedures in widest use. An authority closely 
identified with each selected procedure was chosen to write 


oa about it. For instance, under the discussion of Esophageal 4} ari- 
ces, Arthur Blakemore, George Crile, J. Garrot Allen and Charles 
Child all set forth their differing methods of control. 
Olson The names of the contributors read like a roster of “who's who” . 
in American Surgery. Each man explains how he treats a case 
of a particular type and why. He describes his understanding of 


the nature of the disease, summarizes his procedure, gives indi- 


cations and contraindications, outlines expected results and notes 


-Wil. 
where a detailed discussion of the particular technique may be 
found in the literature. 
To clarify in your own mind the pros and cons of the major 
surgical controversies, this volume presents concisely all the 
philosophies of management in current vogue today along with 
and the arguments for and against each. Stimulating reading! 
i 
. Edited by JOHN H. MULHOLLAND, M.D., George David Stewart Professor of Surgery 
New York University College of Medicine; EDWIN H. ELLISON, M.D... Associate Pro 
fessor of Surgery, Ohio State University College of Medicine; and STANLEY R. FRIESEN ; 
M.D., Ph.D., Associate Professor of Surgery, Pathology and Oncology, University of Kansas : 
School of Medicine. With contributions by 76 American Authorities. 194 pages, 6%" x : 
9%”, illustrated. $10.00. Veu | 
Ord | W. B. SAUNDERS COMPANY West Washington Square, Philadelphia 5 | 
r 
al er j Please send and charge my account: [] Easy Payment Plan ($3 per mo.) 
n Today! | () Medical Clinies of North America (Beginning September, 1957) | 
7 [] Clothbound $18.00 per year (] Paperbound $15.00 per year 
{| Mulholland, Ellison & Friesen—Current Surgical Management ................. . $10.00 
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RELIEF 
FROM 
ACNE 


an essential adjunct to treatment 


IN ACNE, Fostex Cream and Fostex Cake 


e degrease, peel and degerm the skin 

e unblock pores... help remove blackheads 
e help prevent pustule formation 

e minimize spread of infection 


Fostex effectiveness is provided by Sebulytic® (sodium lauryl sulfoacetate, sodium 
alkyl aryl polyether sulfonate, sodium dioctyl sulfosuccinate) a new combina- 
tion of surface active cleansing and wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial action, enhanced by sulfur 2%, salicylic 
acid 2% and hexachlorophene 1%. 


Fostex is easy to use. The patient stops using soap on acne skin and starts 
washing with Fostex. Effective and well tolerated...assures patient acceptance 
and cooperation. 


FOSTEX CREAM for thera- FOSTEX CAKE for aa. 
peutic washing of the skin maintenance therapy to 
in the initial phase of the ostes keep the skin dry and sub- y 
treatment of acne, when 


stantially free of come- 
maximum degreasing and dones. 


peeling are desired. in 4.5 oz. jars in bar form 


WESTWOOD PHARMACEUTICALS 


Division of Foster-Milburn Co. 460 Dewitt Street Buffalo 13, New York 
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correct the effects 


estrogen 


PROGY NON 


Aqueous Suspension 


In hypo-ovarianism prolonged administration of PRoGyNoN Aqueous Sus- 
pension often promotes development of accessory sex organs and secondary 
sex characteristics. It may also benefit emotional disturbances and vaso- 
motor phenomena and correct menstrual disorders. 

In the menopause, when parenteral therapy is desirable, PRocGYNON 
Aqueous Suspension re-establishes the endocrine balance, relieving the 
patient of the typical menopausal disturbances and restoring her sense of 
well-being. 

ProcyNon Aqueous Suspension is often effective in the palliation of pro- 
static cancer. Large doses neutralize androgenic action on prostatic tissue 
and reduce secretion of androgen by inhibiting the anterior pituitary. 

Like all forms of PRocyNnon, the Aqueous Suspension combines unique 
therapeutic efficacy with virtual freedom from untoward effects. Thus ther- 
apy usually may be uninterrupted and benefits continuous. 

The microcrystalline estradiol in PRoGYNON Aqueous Suspension is absorbed 
rapidly from the injection site and thus produces a prompt response. When 
more prolonged injectible estrogenic action is desirable, PROGYNON Benzoate 
may be used. For greater therapeutic flexibility, PROGYNON is available in 
a variety of other convenient forms in various concentrations. 


PRoGYNON® Aqueous Suspension (estradiol in normal saline suspension), 10 cc. vial, 
0.25 mg. or 1.0 mg. estradiol per cc. 


PROGYNON Benzoate (Estradiol Benzoate U.S.P. in oil solution), 1 cc. ampul, 0.33 mg., 
1.0 mg. or 1.66 mg. per cc.; 10 cc. vial, 0.33 mg., 1.0 mg. or 3.33 mg. per ce. 
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The llth A.M.A. Clinical Meeting in Phils. 
delphia will feature a related, balanced pro- 


gram of lectures and clinical conferences. 
Attention will be focused upon the diseases 


and conditions most frequently met by the 
General Practitioner. 


Registration will begin at 6:30 a.m., Tuesday. 


December 3. The meeting will close each eye. 
ning at 5:30 p.m., and Friday, December 6, 
at noon. Major emphasis will be on Obstetrics, 


Fractures, Heart Disease, and Psychiatry. 


Other topics will be: Arthritis. Dermatology. 
Gastro-Intestinal Diseases, Neurology, Gyne- 
cology, Pediatrics, Pulmonary Diseases. and 


Surgery. 


An important part of the meeting will be the 
Dec 4-6 19 5 / Scientific Exhibits, which provide an oppor- 
+ ~ tunity to see at first hand the new techniques 


and treatments. The latest in efficient 
Se equipment for the General Practitioner 
will be shown by America’s leading 


firms in the Technical Exhibits. 
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All reservations for Philadelphia hotels listed should be cleared through the A.M.A. Sub- 
committee on Hotels before November 23, 1957. Use the form below and mark your cal- 
endar so that you'll be in Philadelphia December 3 through 6, 1957. By taking a few 
moments now, you will assure yourself of a hotel reservation and save much time at the 
registration window. Those who register now will receive an admission card by mail. 


NOTE: Philadelphia hotel rooms will not be available to A.M.A. registrants until December 1, due to 
the Army-Navy Football Game the previous Saturday. Any A.M.A. members, planning to attend the Army- 
Navy Game can obtain reservations for the two-night period of Friday and Saturday. 


MEMBER PHYSICIAN’S ADVANCE REGISTRATION CARD —_—>——_ 


Please fill out this coupon in full and return it before November 8, 1957 to the American Medical Association, 535 N. Dearborn St., 
Chicago 10, Illinois, and receive your registration identification card for the Philadelphia convention. 


1 do hereby declare that | am a Member of the 


or in the following government service: 


(Every physician must register in his own name) 
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CONVENTION 
WALL 
SCHEDULE OF RATES (subject to change without notice) * 
No. Hotel Single Double Twin Suite | 
1 ADELPHIA, 13th & Chestnut Sts. $ 7.00 $ 9.00 $12.00-14.00 
2 BARCLAY, 18th & Rittenhouse Sq. 10.00-12.00 _........ 14.00-18.00 $26.00-50.00 
3  BELLVUE-STRATFORD (Headquarters Hotel—No Rooms Available) 
4 BENJAMIN FRANKLIN, 9th & Chestnut 8.00 10.00-12.00 14.00-17.00 25.00-40.00 
5 DRAKE, 1512 Spruce St. 9.00 12.00 14.00 22.00-35.00 
& PENN SHERWOOD, 39th & Chestnut 7.00 11.00-12.00 13.00-15.00 25.00-30.00 
7 ROBERT MORRIS, 17th & Arch Sts. 6.00 7.00 8.00-10.00 7 
8 ST. JAMES, 13th & Walnut Sts. 6.00 7.00 9.00-10.00 
9 SHERATON, 17th & Penn. Blvd. 9.85-13.00 14.00-15.00 15.00-19.00 28.00-40.00 i 
10 SYLVANIA, Juniper & Locust Sts. 7.00 10.00 11.00-14.00 ' 
11 WARWICK, 17th & Locust Sts. 10.00-14.00 _......... 14.00-18.00 28.00-55.00 ! 
| 
| American Medical Association APPLICATION FOR HOTEL ACCOMMODATIONS | ) 
Subcommittee on Hotels Be sure to give four choices of hotels 
Juniper & Filbert Streets Please print or type it 
Please reserve the following: r 
First Choice Third Choice 
Second Choice Fourth Choice 
| 
sicuccnapteacel Room(s) with......double bed or......twin beds for...............person(s). Rate $........... to $ per room. | 
Suite (parlor and bedroom) person(s). Rate §............... 
| A.M, 
Date Arriving P.M. Leaving.............. 
Rooms will be occupied by: (Piease attach list of additional names if you do not have sufficient space here ' 
Also list ages of children, if any.) Print or type i} 
7 if you are a technical exhibitor, be sure to give name of firm and individuals to occupy room or rooms reserved. = | 
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Antihistamine therapy without drowsiness NK 
When it’s time to sleep, patients don’t mind the sedative side effects encountered with most alt! 
antihistamines. But when it’s time to work, or drive, or play, they want to stay awake. _ 
Now they can do just that—with Plimasin—which rapidly relieves the symptoms of allergy am 
without causing drowsiness. “The combination of a well-known potent antiallergic [Pyri- arly 
benzamine] with a mild analeptic [Ritalin] tends to reduce sedation to such an extent that Un 
it is practically negligible.”! When Plimasin was administered to 105 patients with allergic perm 
rhinitis, “only three patients (2.8 per cent) complained of drowsiness, while ninety-two ports 
patients (87.6 per cent) had no side effects whatsoever . . .’”’2 ss 
were 

1. Steinberg, H.: Ann. Allergy 13:710 (Nov.-Dec.) 1955. 2. Sievers, J. J.: Ann. Allergy 14:181 (March-April) 1956. exc 
TABLETS (light blue, coated), each containing 25 mg. Pyribenzamine® hydrochloride (tripelennamine hydrochloride CIBA) woul 
and 5 mg. Ritalin® hydrochloride (methylphenidate hydrochloride CIBA). SF 
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Washington News 


nmitice Will Take up Jenkins-Keogh Plan Next Year 
\edical Education and Research in U.S. to be Studied 
croup of Public Health Doctors Making Tour of Russia 
Voluntary Influenza Vaccine Allocation Plan Proposed 


hy PHS 


HEARING ASSURED NEXT YEAR ON 

|—ENKINS-KEOGH PLAN 

\Ithough Congress took no action this year on the 
ionkins-Keogh plan, an announcement by House Ways 
nd Means Committee Chairman Jere Cooper (D., 
fenn.) is assurance that the proposal will get a hearing 
arly in the next session. 

Under the proposal, self-employed persons would be 
permitted to ie income tax payments on a limited 
portion of their incomes if the money is put into re- 
tricted pension or annuity programs. If the money 
were withdrawn prior to the stated retirement date 

except in case of permanent disability ), a tax penalty 
would be required. 

Sponsors of the Jenkins-Keogh bills have pointed out 
that the tax law as it now stands discriminates against 
the self-employed in the matter of pension plans, in- 
ymuch as corporations may set aside money tax-free 
for their employees. The Treasury Department so far 
has not opposed the principle of the Jenkins-Keogh 
proposal, but repeatedly has said that the budget can- 
not afford the revenue loss at the particular time. 

Mr. Cooper said the hearings, to cover all aspects of 
taxation, will open on Jan. 7. In making the announce- 
ment he noted that the last general tax revision hear- 
ings by the committee were in 1953, after which the 
internal revenue code was revised in 1954. The an- 
nouncement did not refer to Jenkins-Keogh or any 
other specific legislation, but the wording made clear 
that the tax deferment proposals would be among the 
subjects considered. 

Mr. Cooper said in part: “I feel that it is most im- 
portant for the Committee to give the Treasury De- 
partment and taxpayers an opportunity to appear 
before the Committee in public hearings and testify as 
to any problems which their experience may have 
developed under the application of the 1954 Code. In 
addition, I feel that the Committee should give tax- 
pavers an opportunity to appear and testify on general 
tax revision, including the effect and distribution of 
present tax burdens. 

“There are pending before the Committee some fif- 
teen hundred bills, the great majority of which are 
tax measures. Individuals, organizations, and associa- 
tions are very interested in having hearings held on 
these various proposals. The hearings will be broad 
and general, and, of course, will also cover any specific 
proposals, on which the interested public may desire to 
comment. It is my hope that by making this announce- 
ment well in advance of the scheduled hearings inter- 
ested persons will devote time and study to tax re- 
vision and give the Committee the benefit of their 
recommendations and suggestions. 

“Persons and organizations interested in appearing 
and testifying should submit their request to the Clerk 
of the Committee, 1102 New House Office Building, 
House of Representatives, Washington, D. C., by De- 
cember 2, 1957.” 


From the Washington Office of the American Medical Asso- 
ciation. 


This year the newly organized American Thrift As 
sembly, with headquarters in Washington, D. C., led 
the campaign to get congressional action on Jenkins 
Keogh. The American Medical Association is one of 
the groups that helped to found the organization 
Others include American Bar Association, American 
Institute of Accountants, National Association of Rea! 
Estate Boards, and American Dental Association 


COMMITTEE TO EVALUATE MEDICAL 
RESEARCH AND EDUCATION 


A special committee composed of medical leaders 
and industrialists has been named by Secretary Folsom 
to advise him on the “status and future needs’ of medi 
cal research and education. In a letter to the members 
Mr. Folsom said he expects the group will study such 
questions as: 

1. The impact of the expanding research programs 
on medical education. 

2. The availability of scientists, technicians, and 
facilities. 

3. The relative emphasis given to research in the 
various disease fields. 

4. The relative emphasis given to fundamental stud 
ies in the basic sciences generally. 

5. The relationship between federal and private re 
search programs. 

6. The standards for approval of research projects 

Chairman of the committee is Dr. Stanhope Bayne 
Jones, former Yale Medical School dean and more re 
cently president of the New York Hospital—Corne!l! 
Medical Center joint administration board and head of 
medical research and development for the Army. 

Other members are Dr. George Packer Berry, dean, 
medical school, Harvard University; Thomas P. Cai 
ney, vice president, Eli Lilly and Company, India 
napolis; Dr. Lowell T. Coggeshall, dean, division of 
biological sciences, University of Chicago, and forme: 
ly special assistant to the Secretary of HEW, Fred 
Carrington Cole, vice president, Tulane University 
New Orleans; Samuel Lenher, vice president, E. | 
duPont de Nemours and Company, Wilmington, Del 
Dr. Irvine H. Page, director of research, Cleveland 
Clinic Foundation; Robert C. Swain, vice president in 
research and development, American Cyanamid Com- 
pany, New York; Dr. Stafford L. Warren, dean, schoo! 
of medicine, University of California Medical Center, 
Los Angeles; and James Edwin Webb, president and 
general manager, Republic Supply Co., Oklahoma 
City, former Under Secretary of State and former di 
rector of the Bureau of the Budget. 

In announcing the committee, Secretary 
said: 

“The medical research programs of this Department 
and of the Nation generally have expanded very rapid- 
ly over the past decade and have contributed substan- 
tially to advances in the health of the American peo- 
ple.” 

“We are deeply interested that our medical research 
efforts continue to make a maximum contribution 
based on wise policies and sound administration. In 
view of the increasing magnitude of the total medical 
research effort and how much is at stake in its progress 
or shortcomings. I have decided to appoint several 
distinguished consultants to review not only the De- 
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partment’s activities in these fields but the situation 
in medical research and medical education in the coun- 
try as a whole. 


FIVE AMERICAN PHYSICIANS ON 
FOUR-WEEK TOUR OF RUSSIA 


_ Five Public Health Service physicians, headed by 

Dr. Thomas Parran, former surgeon general of the 
PHS, have left on a four-week exchange mission to 
Russia. The trip was arranged by the PHS in coopera- 
tion with the State Department. 

Since leaving the PHS in 1948, Dr. Parran has been 
dean of the graduate school of public health at the 
University of Pittsburgh. Making the trip with him are 
Dr. Malcolm Merrill, director of public health for 
California; Dr. Otis L. Anderson, assistant surgeon 
general, U. S$. Public Health Service; Dr. H. van Zile 
Hyde, chief of the division of international health, 
Public Health Service; and Dr. Leonid Snegeriff, asso- 
ciate professor in the department of slic health 
practice, Harvard School of Public Health. 

In announcing the trip, the Public Health Service 
said: “The visit will provide opportunities for closer 
contacts between oe health and medical leaders of 
the two nations and will facilitate the exchange of 
technical information in health fields. 

“The mission will study prevailing health conditions 
and practices in the USSR. The American physicians 
will visit cities and villages in five of the fifteen repub- 
lics of the USSR in Europe and Asia. They will visit 
the Union Ministry of Health, city health departments, 
hospitals, dispensaries, industrial medical services, re- 
search institutes, and medical schools.” 

The doctors will visit Moscow, Leningrad, Ufa, and 
Kuybyshev in Russia proper, and Alma Ata, Frunze, 
Tashkent, and Stalinabad in the Central Asiatic Soviet 
Republics. 

In October a group of Russian physicians will make 
a reciprocal visit to the United States. 


NEW ASSISTANT SURGEON GENERAL 
POST ESTABLISHED IN PHS 


Dr. Otis L. Anderson, who has spent all his pro- 
fessional life in the U. S. Public Health Service, on 
Oct. 1 will be elevated to a newly created post as 
assistant surgeon general for personnel training. He 
will exercise the surgeon general's authority in all mat- 
ters related to personnel and training, including rela- 
tions with the Department of Health, Education, and 
Welfare, with other government agencies and depart- 
ments, and with nongovernment organizations and 
associations and universities and colleges. 

For the past five years Dr. Anderson has been chief 
of the bureau of state services, in which post he will 
be succeeded by Dr. David E. Price, now deputy chief 
of the bureau of medical services. Dr. Price also has 
spent all of his professional career in the PHS. 


REGULATIONS ANNOUNCED FOR LOANS 
FOR NURSE AND INTERN HOUSING 


The Community Facilities Administration is pre- 
pared to make long-term, low-interest loans to hospi- 
tals for building housing for student nurses and interns. 
They were authorized under a new law that was signed 
by President Eisenhower in July. 

A 25-million-dollar total is set aside for these loans, 
and there is a $2,500,000 limit on loans to institutions 
in any one state. Institutions must be nonprofit, and, if 
the housing is for nurses, their course must be beyond 
the high school level. Loans are for a maximum of 40 
years at 3%. In announcing the regulations, CFA Com- 
missioner John C. Hazaltine said: 


J.A.M.A., Aug. 31, 195° 


“Each loan must be sound and stand ov its OWN feet 
backed by pledges of specific income to amortize » 
No grant is involved and the loans must be repaid j 
full with interest. The transaction is similar to g |p, 
negotiated with private lenders and adequate i 
guards are employed to protect the interest of 4, 
Federal Government.” 


PHS PROPOSES VOLUNTARY ALLOCATION 
OF INFLUENZA VACCINE 


In Washington as everywhere else, Asian influen,, | 
is attracting more and more attention daily, in healt) 
agencies, in government, and in the medical profession, 
The medical profession, cooperating with the U. ¢ 
Public Health Service and state and local health de. 
partments, is hurrying its preparations to deal with 
Meanwhile, reports are that the public js 
showing increasing interest in the vaccine, which, by 
present indications, will be in short supply during the 
entire epidemic season. 

As an indication of the priority in planning, the Pub- 
lic Health Service this week called all members of the 
State and Territorial Health Association to Washington 
for a special meeting, where the situation was outlined 
in detail. Members of the association meet late each 
fall with PHS officers, but it was thought the Asian 
influenza problems required a special conference. 

The American Medical Association and other health 
groups also participated. Representing the A. M. A. 
were Drs. Harold Lueth, Chairman of the special 
A. M. A. influenza committee; C. F. Enloe, New York: 
M. L. Lichter, Detroit; R. L. Sensenich, South Bend, 
Ind.; C. W. Steele, Augusta, Maine; D. H. Poer, At- 
lanta, Ga.; James Z. Appel, Lancaster, Pa.; and Mr. 
Frank W. Barton. 

One late development is a decision of the U. S. Pub- 
lic Health Service to propose a voluntary interstate 
allocation system for the vaccine, with the six licensed 
manufacturers following a distribution schedule to be 
worked out by the PHS and modified as conditions 
dictate. 

The allocation system, which Surgeon General Bur- 
ney says is designed to assure “an equitable availability 
of vaccine supplies throughout all parts of the coun- 
try,” already ie the approval of several of the com- 
panies and others are expected to agree to it shortly. 
The system would be patterned along the following 
ines: 

1. Each state would be entitled to shipments of a 
percentage of vaccine produced by each manufacturer 
equal to the percentage which that state’s population 
bears to the total population of the United States. 

2. Out of each week’s vaccine production, manufac- 
turers would establish for each state a quota of vaccine 
equal to the state’s percentage entitlement. 

3. Vaccine manufacturers would limit their sale of 
vaccine in each state to the quota established for that 
state. 

4, Manufacturers would report weekly to the Public 
Health Service the net amount of vaccine released for 
sale that week and, on a state-by-state basis, the 
amount shipped into each state in terms of amounts 
shipped to public agencies and to other purchasers. 

5. The Public Health Service would maintain data 
from the states regarding the adequacies of available 
vaccine supplies under this system and would recom- 
mend modifications in the quotas if it appeared that 
supplies were exceeding demand in some states. 

The PHS does not plan to make allocations within 
the states. 
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or mong the many clinical indications for Pro- 
. Banthine (brand of propantheline bromide), 
. peptic ulcer is foremost. Pro-Banthine has been 
‘ shown repeatedly to be a singularly valuable agent 
f when used in conjunction with diet, antacids, 
t 


sedation and psychotherapy as required. Lich- 
stein and his associates* report that Pro-Banthine 
“proved almost invariably effective in the relief 
of ulcer pain, in depressing gastric secretory vol- 
ume and in inhibiting gastrointestinal motility. 
The incidence of side effects was minimal. . . .” 


CONFIRMED THERAPEUTIC UTILITY 


” A Primary Drug in Peptic Ulcer 


= 


secretion decreased 
effectively 
‘ 


motility 
inhibited consistently 


The therapeutic utility and effectiveness of 
Pro-Banthine in the treatment of peptic ulcer are 
repeatedly confirmed in the medical literature. 
Dosage: One tablet with each meal and two 
tablets at bedtime. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro- 
Banthine in the Treatment of Peptic Ulcer. A Clinical Evalua- 
tion with Gastric Secretory, Motility and Gastroscopic Studies. 
Report of 60 cases, Am. J. M. Sc. 232:156 (Aug.) 1956. 
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Miltown® 


NEW PRODUCT ANNOUNCEMENT 


BY WALLACE LABORATORIES 


“Milpath” controls 
gastrointestinal dysfunction 
at two levels: 


At the cerebral level 

the tranquilizer Miltown 
in “Milpath” controls 

the psychogenic element.2* 


At the peripheral level 
the anticholinergic, 
tridihexethy] iodide, 

in “Milpath” 

prevents hypermotility 
and hypersecretion. 
This reduces pain and 
promotes healing.’ 


“Milpath” has 

heen clinically proven 
to have low toxicity 
and few side effects. 
It does not produce 
barbiturate loginess 
or hangover. 


Indications: 

Peptic ulcer, 

spastic and irritable 
colon, ileitis, esophageal 
spasm, G. I. symptoms 
of anxiety states. 


“Milpath” tablet contains: 


Miltown® (meprobamate 
WALLACE) 400 mg. 


(2-methyl-2-n-propyl-1, 
3-propanediol dicarbamate) 


U. S. Patent 2,724,720 
Tridihexethy]! iodide 25 mg. 


1-phenyl-1l-propanol-ethiodide) 


Dosage: 1 tablet t.i.d. at mealtime 
and 2 tablets at bedtime. 


Available: Bottles of 50 scored tablets. 


References} 
1. Wolf, S. & Wolff, H. G., Human Gastric Function, 
Oxford University Press, New York, 1947 
2. Berger, F. M.: The pharmacological properties 
of 2-methyl-2-n-propyl-1, 3-propanediol 
dicarbamate { Miltown), a new interneuronal 
blocking agent. J. Pharmacol. & Exper. Therap 
112:413, Dec. 1954. 3. Altschul, A., and 
Billow, B.: The clinical use of Miltown 
(2-methy]-2-n-propyl-1, 3-propanediol 
dicarbamate). New York J. Med. In press, 1957. 
4. Phillips, R. E.: Use of meprobamate 
(Miltown) for the treatment of emotional disorders 
Am. Pract. & Digest Treat, 7:1573, Oct. 1956 
5. Selling. L. S.: Clinical study of a new 
tranquilizing drug. J.A.M.A. 157:1594, 
April 30, 1955. 6. Selling, L. S.: A clinical study 
of Miltown, a new tranquilizing agent. J. Clin. & 
Exper. Psychopath. 17:7, March 1956 
7. Cayer, D.: Prolonged anticholinergic therapy 
of duodenal ulcer. Am. J. Digest. Dis, 1:301, July 1956. 


Literature, samples, and personally imprinted 
peptic ulcer diet booklets on request 
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LIST OF STATE MEDICAL ASSOCIATIONS 


15 


MEETING 


— ~ SOCIETY | PRESIDENT EXECUTIVE OFFICER ANNUAT 
Tiabaw Med. Assn. of the State of|John A. Martin, Montgomery Pwacee |D. L. Cannon, P.O. Box 1788, Montgomery 4 Montgomery. Apr. 17-19 
Alaska erritorial Medical Assn..... Hugh B. Fate, Fairbanks.......... Robert B. Wilkins, 1121 Fourth Ave., Anchorage......| Fairbanks, May 
Arizona Medical Association......... Carlos C, Craig, Phoenix........... Leslie B. Smith, 826 Security Bldg., Phoenix Chandler, Apr. 3+May 8 
arkans Medical Society............ T. Duel Brown, Little Rock........ Mr. Paul C. Schaefer, 215 Kelley Bidg., Ft. Smith Hot Springs, May 44 
California Medica! Association....... Frank A. MacDonald, Sacramento 14 Mr. John Hunton, 450 Sutter St., San Francisco Los Angeles, Apt » 
(Colorado State Medical Society George R. Buck, Denver. . Mr. H. T. Sethman, 835 Republic Bldg., Denver Denver, Sept. 24-2 
connecticut State Medical Society...|W. Bradford Walker, Cornwall.... jCreighton Barker, 160 St. Ronan St., New Haven 
Delawa Medical Society of......... |Roger W. Murray, Wilmington N L Cannon, 621 Delaware Ave., Wilmington Wilmington, Oct 
pistriet 0! Columbia, Med. Soe. of... James W. Watts, Washington 6... Mr. T Wiprud, 1718 M St., N.W., Washington 6 Washington, May 7 
Floride Medical Association.......... |William C. Roberts, Panama City../Samuel M. Day, P.O. Box 411, Jacksonville 1 
Georgia, Medical Association of......|/W. Bruce Schaefer, Toecoa........ Mr. M. D. Krueger, 875 W. Peachtree St., N.E., Atlanta Macon, Apr. 27-9 
Hawaii Medical Association.......... Samuel L. Yee, Honolulu........... Satoru Nishijima, 510 8. Beretania St., Honolulu Honolulu, May 18 
Idaho State Medical Association..... jHoyt B. Woolley, Idaho Falls.... |Mr. Armand L. Bird, 364 Sonna Bldg., Boise 
Ilinois State Medical Society......... | Lester Ss. Reavley, Sterling | Harold M. Camp, 2248 Main St., Monmouth Chicago. May 
Indiana State Medical Association...|/Elton R. Clarke, Kokomo.......... Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4)Freneh Lick, Oct. 6-9 
lowa State Medical Society........... |Fred Sternagel, West Des Moines.. R F. Birge, 529 36th St . Des Moines 12 sos Des Moines, Apr, 20-28 
Isthmian Canal Zone, Med. Assn. of..|Charles O. Bruce, Balboa Heights... Frank P. Smith, Box “E,” Balboa Heights 
Kansas |Barrett A. Nelson, Manbattan..... Mr. Oliver E. Ebel, 315 W. Fourth St., Topeka Kansas City, May 4-8 
Kentucky State Medical Association. .|Richard R. Slucher, Louisville...... Mr. J. P. Sanford, 620 8. Third St., Louisville 2? Louisville, Sept. 17-19 
Louisiana State Medical Society..... H. Ashton Thomas, New Orleans 12|C. Grenes Cole, 1430 Tulane Ave., New Orleans 12 Shreveport, May 5-7 
Maine Medical Association........... Francis A. Wichenbach, Bath...... D. F. Hanley, P.O. Box 240, Brunswick Rockland, June i 
Maryland, Med. and Chir. Faculty of|C. Reid Edwards, Baltimore........ Everett S. Diggs, 1211 Cathedral St., Baltimore 
Massachusetts Medical Society....... |Patrick J. Sullivan, Dalton......... |Robert W. Buck, 22 The Fenway, Boston 15 Boston, May 202 
Michigan State Medical Society...... iArch Walls, Detroit.................|L F. Foster, 606 Townsend St., Lansing 15 Grand Rapids, Sept. 25-27 
Minnesota State Medical Association). Arnold Bargen, Rochester....... |Mr. R. R. Rosell, 496 Lowry Med. Arts Bldg., St. Paul 2 Duluth, June 
Mississippi State Medical Association) Howard A. Nelson, Greenwood..... iMr. R. B. Kennedy, P.O. Box 4322, Jackson ‘ lackson. May 12-15 
Missouri State Medical Association..|W. S. Sewell, Springfield............)E. Royse Bohrer, 634 N. Grand Blvd., St. Louis 3.. St. Louis, Apr. 13-16 
Montana Medical Association........ |Edward S. Murphy, Missoula....... iMr. L. R. Hegland, P.O. Box 16%, Billings Missoula, Sept. 19-21 
Nebraska State Medical Association|R. Russell Best, Omaha............. R. B. Adams, 1315 Sharp Bldg., Lincoln 8 Lineoln, Ay s Mav 1 
Nevada State Medical Association...|Edwin Cantlon, Reno............... iMr. Nelson B. Neff, P.O. Box 188, Reno.............. Las Vegas, Sept. 25-28 
New Hampshire Medical Society...... Leroy 8. Ford, Keene...........00+- AS H. Butterfield, 18 School St., Concord. . Dixville Noteh, Sept 14-16 
New Jersey, Medical Society of....... Albert B. Kump, Bridgeton......... iMr. Richard I, Nevin, 315 W. State St., Trenton 8 Atlantic City, May 17-21 
New Mexico Medical Society.......... Samuel R. Ziegler, Espanola........ |Mr. R. R. Marshall, 221 W. Central Ave., Albuquerque! Albuquerque, May 14-16 
New York, Med. Soc. of the State of)/Thurman B. Givan, Brooklyn......| W. P. Anderton, 386 Fourth Ave., New York 16 New York City, May 12-16 
N. Carolina, Med. Soc. of the State of|Edward W. Schoenheit, Asheville...|Mr. James T. Barnes, 208 Capitol Club Bldge., Raleigh Asheville, May 4-7 
North Dakota State Medical Assn....|R. W. Rodgers, Dickinson.......... Mr. Lyle Limond, Box 1198, Bismarck ; Minot, May 34 
Ohio State Medical Association...... Robert S. Martin, Zanesville........ Mr. CC. S. Nelson, 79 East State St., Columbus 15 Cincinnati, Apr. 15-17 
Oklahoma State Medical Association|John F. Burton, Oklahoma City...|Mr. R. H. Graham, P.O. Box 9%, Shartel Station,) 

Oklahoma City, May 4-7 
Oregon State Medical Society........ Russell H. Kaufman, Portland..... R. R. Carter, 1115 8S.W. Taylor St., Portland 5........ Portland, Oct, 2-5 
Pennsylvania, Med. Soe. of State of|Elmer G. Shelley, North East...... H. B. Gardner, 230 State St., Harrisburg............ Pittsburgh, Sept. 15-20 
Puerto Rico Medical Association..... Guillermo Pico, Santurce 29......... Mr. J. A. Sanchez, Box 9111, Santurce................ Santuree, Nov, 19-23 
Rhode Island Medical Society........ George W. Waterman, Providence 6|}Thomas Perry Jr., 154 Waterman St., Providence 6. Providence "5&8 
South Carolina Medical Association|D. Lesesne Smith, Spartanburg....|/Mr. M. L. Meadors, 120 W. Cheves St., Florence Myrtle Beach, May 13-15 
South Dakota State Medical Assn....|M. M. Morrissey, Pierre............. Mr. J. C. Foster, lst Nat'l Bank Bldg., Sioux Falls. Huron, May 17-20 
Tennessee State Medical Association|J. Paul Baird, Dyersburg........... Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5....|)Gatlinburg, Apr. %-28 
Texas Medical Association........... Denton Kerr, Houston.............. Mr. C. L. Williston, 1801 N. Lamar Blvd., Austin....../Houston, Apr. 19-28 
Utah State Medical Association...... James Z. Davis, Salt Lake City....)Mr. H. Bowman, 42 8. Fifth East St., Salt Lake City 2)/Salt Lake City, Sept. 5-7 
Vermont State Medical Society......|Phillip H. Wheeler, Brattleboro..... Robert L. Richards, 128 Merchants Row, Rutland iDixville Notch, N.H., 

Sept. 14-17 

Virginia, Medical Society of.......... J. D. Hagood, Clover.......... -+--|Mr. R. I. Howard, 1105 W. Franklin St., Richmond %|Washington, D.C., Oct. 27-30 
Washington State Medical Assn...... James H. Berge, Seattle..... -eeeee-} Frederick A. Tucker, 1309 Seventh Ave., Seattle 1..... Seattle, Sept. 15-18 
West Virginia State Medical Assn.,..|/E. Lyle Gage, Bluefield....... +eeeeee| Mr. Charles Lively, Box 1031, Charleston 24............ 
Wisconsin, State Medical Society of..}H. E. Kasten, Beloit......... eooeeee | Mr. C. H. Crownhart, P.O. 1109, Madison 1............ Milwaukee, May 6-8 
Wyoming State Medical Society...... H. B. Anderson, Casper............|Mr. Arthur Abbey, Box 2036, Cheyenne...... éadeenetude Moran, June 9-12 


Supplied: 
5 mg. and 2.5 mg. 
scored tablets; bottles 
of 30 and 100 


THREE TO FIVE TIMES AS POTENT AS HYDROCORTISONE 
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e Tetracycline Buffered with Phosphate. CAPSULES — (Pink) 250 mg., 100 mg. (tetracycline HC! equivaler 


: phosphate-buffered.) SYRUP —Each teaspoonful (5 cc.) of orange-flavored syrup contains 125 mg. of tetracycline HC! activity, 
$ phosphate-buffered. dosage: 6-7 mg. per 'b. of body weight per day for children and adults. 
REMEMBER THE V WHEN SPECIFYING 


Be tee) LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID COMPANY, PRARL RIVER. N.Y. 
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Her Life 


is Less Frenzied- 


—since the strained and tense feelings of rush, 
pressure, anxiety about her work have been 
eased with— 


Butiserpine 


You prescribe a calmer outlook almost immediately when you 
prescribe Butiserpine. 

Smooth-acting Butisol Sodium” goes to work at once on the 
tension-relief job, reducing nervous anxiety, while reserpine in 
safer low dosage gradually builds up its tranquilizing effect. 


Each tablet or teaspoonful of elixir contains: 
BUTISOL SODIUM® Butabarbital Sodium, 15 mg. (14 gr.) 
and Reserpine 0.1 mg. 


e Tablets e Elixir e Prestabs* Butiserpine R-A (Repeat Action Tablets) 


*Trade-Mark 


LABORATORIES, INC., PHILADELPHIA 32, PA. 
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what is a live, healthy baby worth? 


To the parents, a live, healthy newborn is price- 
less, but to the physician it’s a kind of triumph, 
especially if there have been previous episodes 
of prematurity and fetal loss. 


The benefits of natural environment. A purified 
preparation of relaxin, Releasin, represents a 
landmark in the progress of obstetrical prac- 
tice. When administered early enough, Releasin 
can stop premature labor in many cases. Even 
when labor is not delayed until term, precious 
additional days or weeks may be gained for the 
fetus to mature in its natural environment — 
the uterus—rather than in the artificial and 
more expensive environment of an incubator. 


Timing: Releasin therapy is frequently success- 
ful if used when labor occurs between the 29th 


and 36th week of pregnancy and before dila- 
tation of the cervix exceeds 3 cm. 


Administration: Dosage requirements will vary 
with degree of uterine activity. Jntramuscularly 
— an initial dose of 2 cc. followed by 1 cc. every 
2 to 4 hours until labor is arrested. If no re- 
sponse is observed after 3 or 4 injections, 
Releasin is not likely to be effective. Once labor 
is halted, one additional dose may be given. 


Available: 1 cc. vials of sterile aqueous solu- 
tion. Each 1 cc. vial contains the equivalent of 
20 mg. (3000 G.P.U.) Relaxin Standard. 


1. Perkoff, G. T., et al.: J. Clin. Endocrinol. 14:531 (May) 
1954. 2. Abramson, D., and Reid, D. E.: J. Clin. Endo- 
crinol. 15:206 (Jan.) 1955. 3. Eichner, E.; Waltner, C.; 
Goodman, M., and Post, S.: Am. J. Obst. & Gynec. 71:1035 
(May) 1956. 


Releasin 


brand of relaxin 


WARNER-CHILC OTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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Conjugated Estrogens 
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for two-dimensional treatment of the menopause 


menopause 
(two-dimensional 


| ih e e Now for the first time, both manifestations of 


the menopause — psychologic and physiologic — 
can be comprehensively managed with one ther- 
apeutic agent: “Milprem”. 

In the past, many workers who have recom- 
mended estrogen replacement in the menopause 
have also noted the necessity of supplementary 
treatment for the symptoms of climacteric la- 
bile emotionality.'“" Adams,° for example, has 
referred specifically to “typical anxiety attacks,” 
and Donovan,® generally, to the characteristic 
over-all “psychologic stress.” 


two-dimensional] 


| H ‘al | ion e e e The Need For Miltown: The psycho- 


logic manifestations of the menopause are effec- 
tively managed with Miltown. An impressive 
literature in recent years has confirmed Mil- 
town’s clinical value as a proven tranquilizer. 

Selling: “The syndrome in which it [Mil- 
town] is of most value is the so-called anxiety 
neurosis, especially when the primary symptom 
is tension.””* 

Borrus: “Miltown proved most effective in 
anxiety and tension states through a lessening 
of tension, reduced irritability and restlessness, 
more restful sleep, and generalized muscle 
relaxation.” § 

The Need For Conjugated Estrogens 
(equine): It is now 15 years since “Mil- 
prem’s” estrogen replacement component — 
conjugated estrogens (equine)—was reported 
by Goodall as successfully treating “the physi- 
cal signs of the menopause . . .”” Since then a 
vast bibliography has accumulated. 

Hamblen: “[A] natural estrogen of our 
choice.””!® 

Shorr: “On the basis of cost, freedom from 
side effects or toxic effects and ease of adminis- 
tration”--an estrogen of choice." 


'ilprem” 
I pr + consucateo ESTROGENS (EQUINE) 
—is therefore rational and comprehensive men- 


opausal therapy. 
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Supplied: Bottles of 60 table 
Each tablet contail 


MILTOWN® (meproba 
2-methyl-2-n-propyl-l, 
U.S. Patent No. 2;724 
Conjugated Estrogens ( 
Licensed under U.S. P 


Dosage One tablet t.i.d. in 
one week rest pe 
to individual req 
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“Milprem” 
MILTOWN® + CONJUGATED ESTROGENS (EQUINE) 


is two-dimensional 
menopausal therapy... 


= Because it combines for complementary action 
Miltown”® for emotional balance with 
Conjugated Estrogens (equine) for hormonal balance 


m Because it replaces half control with full control 


em Because one prescription manages both the 
psychic and somatic symptoms 


Su ppl ied: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® (meprobamate, Wallace) .......................... 400 mg. 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate 
U.S. Patent No. 2;724,720 

Conjugated Estrogens (equine) 


.. 0.4 mg. 
Licensed under U.S. Patent No. 2,429,398 


Dosage: One tablet t.i.d. in 21-day courses with 
one week rest periods. Should be adjusted 
to individual requirements. 


References: 1. McLaren, H. C.: The present status of hormone 
therapy at the menopause. Practitioner 171 :500, 
Nov. 1953. 2. Sandes, S. G.: The management of the 
menopause. M. J. Australia ] :274, Feb. 20, 1954. 
3. Peterson, P.: Management of the climacteric. 
Mil. Med. 116:348, May 1955. 4. Gold, H.: 
Management of the menopause, in Cornell Conferences 
on Therapy, vol. 4, edited by H. Gold, Macmillan, 
New York, 1951, pp. 301-321. 5. Adams, R. D.: 
Disorders of nervous function, in Principles of Internal 
Medicine, edited by T. R. Harrison, McGraw-Hill, 
New York, 1954, pp. 227-233. 6. Donovan, J. C.: 
Psychologic aspects of the menopause. Obst. 
& Gynec. 6:379, Oct. 1955. 7. Selling, L. S.: A clinical 
study of Miltown, a new tranquilizing agent. J. Clin. & 
Exper. Psychopath. /7:7, March 1956. 8. Borrus, J. C.: 
Study of effect of Miltown (2-methy]-2-n-propyl- 
1,3-propanediol dicarbamate) on psychiatric states. 
J.A.M.A. 157:1596, April 30, 1955. 9. Goodall, J. R.: 
Premarin in some post-menopausal complications. 
J. Obst. & Gynaec. Brit. Emp. 49 :660, Dec. 1942. 
10. Hamblen, E. C.: Irregularities of uterine 
bleeding and their treatment, in M. Clin. North 
America, edited by W. O. Thompson, Saunders, 
Philadelphia, Jan. 1948, pp. 57-72. 11. Shorr, E.: 
Management of the menopause. Am. J. Med. 10:91, Jan. 1951. 


Additional selected references on request. 
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the phosphate complex of tetracycline 


FOR iNITIAL ANTIBIOTIC BLOOD LEVELS 
FASTER AND HIGHER THAN EVER BEFORE 


antifungal activity of Mycostatin 


FOR ADCED PROTECTION AGAINST 
MONILIAL. SUPERINFECTION 


it highly effective 
broad spectrum antibiotic therapy for many 
common infections 


AND AT THE SAME TIME 


protects your patients against the monilia! 
overgrowth so commonly observed during therapy 
with the usual broad spectrum antibiotics 


capsules 


{tetracycline phosphate complex equivalent to 250 mg. 
tetracycline hydrochloride, and 250,000 units Mycostatin): 
Bottles of 16 and 100, 


suspension 

(cherry-flavored olf suspension containing tetracycline plos- 
phate compiex equivalent to 125 mg. tetracycline hydro- 
chioride, and 125,000 units Mycostatin, per 5 cc.): 2-ounce 
dottles. 


SQuiss Squibb Quality — the Priceless lagredient 


ay 
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The therapeutic effect of a Spansule* 
sustained release capsule is: 


sustained releas 
oral medication 


immediate 

; 

7 ° 


0.25 mg. & 0.50 mg 


Two strengths 


Gas) 


10 mg. & 15 mg. 


Ga 


1 gr. & 1% gr. 


0.4 mg. plus 1 gr. 


8 mg. & 12 mg. 


sustained release 
of medication 


over a prolonged 
Period of time 


a well-tolerated broad-spectrum antibacterial 
in a new and unique sustained release liquid form 


Sul-Spansion' 


sulfaethylthiadiazole, S.K.F. (sulfa Spansule* suspension) 


sustained release 


sustained, optimum therapeutic blood and urine levels 
around-the-clock with a single oral dose q12h 


When your hypertensive patient needs prolonged 
control of blood pressure and gentle relaxation . . . 


Eskaserp* Spansule* 


reserpine, S.K.F. sustained release capsules, S.K.F. 


When your overwrought patient needs smooth and 
subtle relief of both anxiety and depression . . . 


Dexamyl* Spansule* 


Dexedrine* plus amobarbital sustained release capsules, S.K.F. 
(1) ‘Dexedrine’, 10 mg., and amobarbital, | gr. (2) ‘Dexedrine’, 15 mg., and amobarbital, 114 gr. 


When your obese patient needs day-long control of appetite in weight reduction. . . 


Dexedrine* Spansule* 


dextro-amphetamine sulfate, S.K.F. sustained release capsules, S.K.F. 


When your nervous, irritable patient needs continuous, soothing sedation . . . 


Eskabarb* Spansule* 


phenobarbital, S.K.F. sustained release capsules, S.K.F. 


When your tense, excitable patient suffers from visceral spasm or peptic ulcer... 


Prydonnal‘ Spansule* 


atropine, scopolamine, sustained release capsules, S.K.F. 
hyoscyamine plus phenobarbital 


Also available: Prydon* Spansule* capsules, 0.4 mg. and 0.8 mg.—belladonna alkaloids without phenobarbital 


When your allergic patient needs uninterrupted antihistamine protection . . . 


Teldrin* Spansule* 


chlorprophenpyridamine sustained release capsules, S.K.F. 
maleate 


‘Spansule’ capsules are unique—in manufacturing process, in appearance and in 
principle of action. The hundreds of tiny, variously coated pellets in each capsule 
assure a release of medication which is uniform, continuous and prolonged— 
regardless of individual variations in pH and motility of the intestinal tract. 
made only by 

Smith, Kline & French Laboratories, Philadelphia 

first J in sustained release oral medication 


tTrademark *T.M. Reg. U.S. Pat. Off. Patent Applied For. 
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FOR THE ENTIRE RANGE OF RHEUMATIC-ART 
DISORDERS—from the mildest 


to the most severe 


many patients with MILD involvement can be effectively 
controlled with 


MEPROLONE 


many patients with MODERATELY SEVERE involvement can 
he effectively controlled with 


and NOW for patients with 
SEVERE involvement 


5 TABLETS 


ROLONE 


A meprobamate-prednisolone therapy 


in one tablet, an antirheumatic, antiarthritic 
that simultaneously relieves: (1) muscle spasm 
(2) joint inflammation (3) anxiety and ten- 
sion (4+) discomfort and disability. 


SUPPLIED: Multiple Compressed Tablets in 
three formulas: ‘MEPROLONE’-5 — $.0 mg. 
prednisolone, 400 mg. meprobamate and 200 
mg. dried aluminum hydroxide gel. ‘MEPRO- 
LONE’-2— 2.0 mg. prednisolone, 200 mg. 
meprobamate and 200 mg. dried aluminum 
hydroxide gel. ‘MEPROLONE’-1 supplies 1.0 
mg. prednisolone in the same formula as 
‘MEPROLONE’- 2. 


Qo) MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC, 


PHILADELPHIA 1, PA. 


*MEPROLONE’ is a trademark of Merck & Co., Iuc. 
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outstanding relief, all day, all night ome 


‘CHLOR-TRIMETON REPETABS 
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with the full éimenatons of relief 


CHLOR-TRIMETON REPETABS 


y )\ “unbroken, outstanding hay fever relief from sunup to sundown— 


12 mg. 


—helps your patients take complete daily dosage with token effort. All that’s needed for 
daylong and nightlong ease is one CHLOR-TRIMETON REPETAB in the morning and another 
before retiring. The immediately effective therapeutic levels are then continued at the 
right time to produce uninterrupted relief... Moreover, CHLOR-TRIMETON is outstandingly 
free of sedative effects and thus assures a sense of freedom from allergy comparable to 
that enjoyed by nonallergic individuals. 


Syrup, 2 mg. per teaspoonful. 


Maleate, brand of Chlorprophenpyridamine Maleate 
Rererass,® Repeat Action Tablets. 


CTM-J-287 


. 

| 


Supplied: 

5 mg. and 2.5 mg. 
scored tablets; bottles 
of 30 and 100 


THREE TO FIVE TIMES MORE POTENT THAN HYDROCORTISONE 


Parke, Davis & Company - Detroit 32, Michigan 


* Trademark 
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More and more doctors are coming to realize that 
the problems of many of their patients can be answered 
by the intelligent use of the right cosmetics. 


Frequently, disfiguring marks can be effectively con- 
cealed with a resultant improvement in the subject's. gen- 
eral outlook on life. 


There are many periods in a woman's life when an 
interest in improving her appearance goes a long way 


towards restoring a sense of well-being. 


We suggest that a normally healthy person enjoys 
looking attractive as weil as feeling fit. 


We also suggest that the services of a Luzier Cos- 
metic Consultant can be of help in all cases where a 
restoration of self-confidence is a factor. 


Luzier’s Inc., Makers of Fine Cosmetics & Perfumes 
“I’m painting his throat.” 


GIE j 
KANSAS CITY 41, MISSOURI t 
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two reasons 
for the 
Serpasil can always 
growing use be considered 


first in hypertension 

er asil Alone, reduces blood pressure, slowly and 
of safely, in about 70 per cent of mild to moderate 
cases.' As a “primer,” Serpasil can advanta- 
geously be used to begin therapy, however 
o d severe the case, to adjust the patient to the 
in eve r y ay physiologic setting of lower pressure. As a 
“background” agent throughout other therapy, 
Serpasil permits lower dosage of more potent 


| agents, thus minimizing side effects. Average 
pra ctl ce Dose: two 0.25-mg. tablets daily for one week, 
is then maintenance on 0.25 mg. or less daily. 


1. Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Caroling M. A. 51:417 
(Dec.) 1955. 


One of the safest, least toxic and most effective agents hy 
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TO REESTABLISH 
HABIT TIME 
OF BOWEL 
MOVEMENT 


PETROGALAR® 


Aqueous Suspension of Mineral Oil, Plain 


Wyeth 
CHECKS 1, Pe. 


CONSTIPATION 


H E & PS R E STO R E | Maire. 


French Watch 


| REGULARITY 


See td 


Serpasil provides 


true emotional control 


Recommended for the many patients who are 
too nervous or agitated to be adequately calmed 
by sedatives or weaker tranquilizers. Serpasil 
actually sets up a “stress barrier’ against 
anxiety and tension these patients would other- 
wise find intolerable. Average Dose: 0.1 mg. to 
0.5 mg. (two 0.25-mg. tablets) daily. 


Although it is a first choice in hypertension, 
Serpasil does not significantly lower blood 
pressure in normotensive patients. 


SUPPLIED: 

Tas.ets, 0.1 mg., 0.25 mg., 1 mg., 2 mg., and 4 mg. 

Evixirs, 0.2 mg. and 1 mg. per 4-ml. teaspoon. 

PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 mi., 2.5 mg. Serpasil per ml. 


;@hypertension and emotional disorders ser 
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FOR THE DOCTOR'S LIBRARY 


Sectional ®ookcas, 
FOR THE PHYSICIAN AND HIS PATIENTS — 


Buy direct to m 
immediate — = 
WITH DRY, SENSITIVE SKIN 
for mate 
Furnished in ¢ifferent de 
signs, woods and finishe 
Endorsed by over 259 
users rite for catals 
Dept. 1-857 


C. J. LUNDSTROM 
MFG. Co. 
Little Falls, N. y, 
Made for the betty 


homes and 
Since 1899 


NIVEA’ CREME 
NIVEA’ SKIN OIL 


and superfatted BONDS 


AND RECORD SUPPLIES 


WRITE FORT 
Trial supply on request FREE a | 
LETTERHEADS 
* ENVELOPES 
DUKE 
LABORATORIES, INC. APPOINTMENT and [KAZ 7 
SOUTH NORWALK, CONN, U. S.A. PROFESSIONAL CARDS ~—~— 
Accurate, clean-cut letterpress 
MADE BY THE MAKERS OF ELASTOPLAST @—THE ORIGINAL ELASTIC ADHESIVE ——€- 


COLWELL PUBLISHING Co. 
236 UNIVERSITY AVE., CHAMPAIGN, ILLINOIS 


more reasons for the growindu: 


in tachycardia 


Serpasil slows the rapid heart 


By prolonging diastole and allowing more time for the myocar- 
dium to rest, Serpasil enhances blood flow and cardiac efficiency. 


R 0.1 mg. to 0.5 mg. (two 0.25-mg. tablets) daily. 


in alcoholism 
Serpasil relieves drink-inducing tension 


Long-term therapy with oral Serpasil helps the alcoholic “stay on 
the wagon,” makes him more amenable to counseling. Parenteral 
Serpasil generally controls delirium tremens within 24 hours. 

R Chronic phase: two 0.25-mg. tablets or less daily. Acute phase: 


two 2.5-mg. parenteral doses (1 ml. each) 3 or 4 hours apart. Occa- 
sionally, repeat injections may be necessary every 4 to 6 hours. 


in premenstrual tension 


Serpasil controls the “cyclic” change in personality 


In the many women who become irritable, easily fatigued and 
apprehensive as the menstrual period approaches, Serpasil exerts 
a calming effect which moderates their periodic change in per- 
sonality. 

Rj 0.25 mg. b.i.d., beginning i0 days before expected onset of menses. 
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One little, two little, three little Indians 


may give a ringworm scalping to 


Four little, five little, six little Indians 


or even 


Seven little, eight little or 


Nine out of ten little Indian boys. 


Nine out of ten little Indians, actually ment therapy. Squaws like it too, for 
92% as reported by Kuhn,* will grow new Salundek is nongreasy and nonirritating 
scalps and be rid of tinea capitis within and requires only two applications daily. 
12 weeks of easy, effective Salundek Oint- *Kuhn, B.: South. M. J. 49:1122 (Oct.) 1956. 


Salundek* Ointment (brand of zinchlorundesal) 


MALTBIE LABORATORIES DIVISION « WALLACE & TIERNAN INC. «+ Belleville 9, N. J. 


One of the safest, least toxic and most 


CIBA 


SUMMIT, N. J. 


effective agents in everyday practice 


in hypertensive crises 
Serpasil saves lives 


Used alone or as background to more potent agents, parenteral 
Serpasil lowers acutely elevated blood pressu’* promptly and 
safely. 


R 2.5 mg. (1 ml.) intramuscularly. Repeat every 8 to 24 hours as 
necessary. 


in acute psychotic disturbances 
Serpasil permits discreet management 


Parenteral Serpasil subdues violently agitated psychotic patients, 
renders them amenable to “quiet” hospitalization. 


B 5 mg. intramuscularly followed, if necessary, by another 5-mg. 
intramuscular dose in 90 minutes. 


SERPASIL® (reserpine CIBA) 


PGA-72 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


AMERICAN 
September 


AMERICAN ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, The 
Homestead, Hot Springs, Va., Sept. 5-7. Dr. E. Stewart Taylor, 4200 
E. 9th Ave., Denver 20, Secretary. 

AMERICAN COLLEGE or Hospitrat ADMINISTRATORS, Atlantic City, N. J., 
Convention Hall, Sept. 29. Mr. Dean Conley, 620 N, Michigan Ave., 
Chicago 11, Executive Director. 

AMERICAN CONGRESS OF PHysICAL MEDICINE AND REHABILITATION, Hotel 
Statler, Los Angeles, Sept. 8-13. Dr. Frances Baker, 1 Tilton St., San 
Mateo, Calif., Secretary. 

AMERICAN FRACTURE ASSOCIATION, El Paso, Tex., Hotel Cortez, Sept. 29- 
Oct. 2. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomington, IIl., 
Secretary. 

AMERICAN HospiraL Association, Atlantic City, N. J., Hotel Traymore, 
Sept. 30-Oct. 3. Dr. Edwin L. Crosby, 18 E. Division St., Chicago 10, 
Director. 

AMERICAN MepicaL Writers’ AssociATION, Sheraton-Jefferson Hotel, 
St. Louis, Sept. 27. Dr. Harold Swanberg, 510 Maine St., Quincy, IIL, 
Secretary. 

AMERICAN Society OF CLINICAL PATHOLOGISTS, New Orleans, Roo ‘elt 
Hotel, Sept. 29-Oct. 4. Dr. Clyde G. Culbertson, 1040 W. Michigan St., 
Indianapolis, Secretary. 

CoLLEGE OF AMERICAN PatHoLocists, New Orleans, Roosevelt Hotel, 
Sept. 30-Oct. 4. Dr. A. H. Dearing, Prudential Plaza, Suite 2115, 
Chicago, Executive Secretary. 

Cotorapvo State Mepicat Society, Shirley-Savoy Hotel, Denver, Sept. 
24-27. Mr. Harvey T. Sethman, 835 Republic Bldg., Denver 2, Execu- 
tive Secretary. 

INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
Chicago, Palmer House, Sept. 29-Oct. 3. Dr. Erwin R. Schmidt, Box 
1109, Madison 1, Wis., Secretary. 

Kansas City SoutHWEST CLINICAL Society, Kansas City, Mo., Municipal 
Auditorium, Sept. 30-Oct. 3. Dr. Ira C. Layton, 3036 Gillham Rd., 
Kansas City 8, Mo., Associate Director. 
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KentTUCKY STATE MEDICAL AssociaTIon, Columbia Auditorium 


Sept. 17-19. Mr. J. P. Sanford, 620 S. 3d St., Louisville 2 = 

Secretary. 
Micuican State MeEpicav Society, Pantlind Hotel, Grand Rapids. 

25-27. Dr. L. Fernald Foster, 606 Townsend St., Lansing 15 Seczet 


MississipP1 VALLEY MeEpIcAL Society, Shezeton-Jefferson Hote), St. Lows 
Mo., Sept. 25-27. Dr. Harold Swenberg, 510 Maine St., © = 
Secretary. 

MonTANA MEDICAL AssOcIATION, Missoula, Sept. 19-21. Mr. |. 
land, P. O. Box 1692, Billings, Executive Secretary. - 

NEVADA STATE MEDICAL AssociaTiIon, Las Vegas, Sept. 25-28. \{r, Nelsor 
B. Neff, P. O. Box 188, Reno, Executive Secretary. : 

New HampsuireE Mepicar Society, The Balsams, Dixville N«tch. Sept 
14-17. Dr. Warren H. Butterfield, 18 School St., Concord, Executive 
Secretary. 

NortH Paciric Society OF INTERNAL MEDICINE, Portland, Ore,, Sept 
6-7. Dr. Clarence C. Pearson, 1118 Ninth Ave., Seattle 1, Secretary 

Paciric NortTHWEsST SocreETy OF PATHOLOGIsTs, Gearhart, Ore.. Sept. 20- 
21. Dr. John E. Hill, West 101 8th Ave., Spokane 4, Wash., Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Penn-Sheraton Hotel 
Pittsburgh, Sept. 15-20. Dr. Harold B, Gardner, 230 State St., Harris. 
burg, Secretary. 

TENNESSEE VALLEY MEDICAL AsseMBLy, Chattanooga, Tenn., Sept, 30. 
Oci. 1. Dr. Harry E. Jones, 109 Medical Arts Bldg., Chattanooga 2. 
Tenn., Secretary. 

U.S. Section, INTERNATIONAL COLLEGE OF SURGEONS, Palmer House, Chi- 
cago, Sept. 9-12: Dr. Karl Meyer, 1835 W. Harrison, Chicago, Secretary. 

Uran State Mepicat Association, Union Bldg., University of Utah, 
Salt Lake City, Sept. 5-7. Mr. Harold Bowman, 42 S. Fifth East St, 
Salt Lake City 2, Executive Secretary. 

VERMONT ‘STATE MEpicAL Society, The Balsams, Dixville Notch, N, H. 
Sept. 14-17. Dr. Robert L. Richards, 128 Merchants Row, Rutland 
Secretary. 

WASHINGTON STATE MepIcAL AssociaTION, Olympic Hotel, Seattle, Sept. 
15-18. Dr. Frederick A. Tucker, 1309 7th Ave., Seattle 1, Secretary, 
Wortp MepicaAt Association, Istanbul, Turkey, Sept. 29-Oct. 5. Dr. 

Louis H. Bauer, 10 Columbus Circle, New York 19, Secretary-General, 


October 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Palmer 
House, Chicago, Oct. 13-18. Dr. W. L. Benedict, 100 First Avenue Bldg., 
Rochester, Minn., Secretary. 

AMERICAN ACADEMY OF PeEp1ATRICS, Palmer House, Chicago, Oct. 7-10, 
Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIl., Executive 
Secretary. 

AMERICAN ASSOCIATION OF MEDICAL CLINnIcs, Kansas City, Mo., Oct, 23- 
25. Dr. Harold D. Caylor, Caylor-Bluff Clinic, Bluffton, Ind., Secretary. 

AMERICAN ASSOCIATION OF MEDICAL RECORD LIBRARIANS, Schroeder Hotel, 
Milwaukee, Oct. 7-10. Miss Maralynn Osborne, Samuel Merritt Hosp., 
Oakland, Calif., Secretary. 


still more reasons 
for the growing use of 


in emotional disorders “... relieves anxiety and irritability and calms the pa- 
tient so effectively that because of this latter property alone, the drug [Serpasil] 
should remain in the medicinal armamentarium.” 


Finnerty, F. A., Jr., and Sites, J. G.: Am. J. M. Se. 229:379 (April) 1955. 


in hypertension “Serpasil alone is effective in about 70 percent of cases with 
mild or moderate hypertension and free of virtually any serious side effects.” 
Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955. 


in tachycardia “Reserpine [Serpasil] was found useful in relieving the tachy- 
cardia and emotional symptoms associated with cardiac arrhythmias, thyrotoxi- 
cosis, neurocirculatory asthenia, and even coronary heart disease.” 


Halprin, H.: J. M. Soc. New Jersey 52:616 (Dec.) 1955. 


in hypertensive crises “. . . reserpine [Serpasil] administered intramuscularly 
appears to be [a] treatment of choice for hypertensive crises.” 


Griffin, R. W., Stover, J. W., and Ford, R. V.: New England J. Med. 254:593 (March 29) 1956. 
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LeEGE OF GASTROENTEROLOGY, Somerset Hotel, Boston, 


( 
es 55 Mr. Daniel Weies, 33 W. 60th St., New York 23, Executive 
ector 


an COLLEGE OF SURGEONS, Traymore Hotel, Atlantic City, N. J., 
DIS. Dr. Michael L, Mason, 40 E. Erie St., Chicago 11, Secretary. 
‘ay ELECTROENCEPHALOGRAPHIC Society, Bishops Lodge, Santa 
. x. M.. Oct. 3-6. Dr. Jerome K. Merlis, 105 S. Huntington Ave., 
Heart Association, Hotel Sherman, Chicago, Oct. 25-29. 
- John D. Brundage, 44 E. 23d St., New York 10, Secretary. 
aicaN ROENTGEN Ray Society, Washington, D. C., Shoreham Hotel, 
+ ]-4. Dr. Barton R. Young, Germantown Hospital, Philadelphia 44, 
SocreTY OF ANESTHESIOLOGISTs, Los Angeles, Oct. 14-19. Dr. 
Earl Remlinger, 188 W. Randolph St., Chicago 1, Secretary. 
aTiIoN OF AMERICAN MEDICAL COLLEGES, Chalfonte-Haddon Hall, 
antic City, N. J., Oct. 21-23. Dr. Dean F. Smiley, 2530 Ridge Ave., 
unston, Secretary. 
OF LirFE INSURANCE Mepicat Directors or AMeERiIcA, Hotel 
satler, New York, Oct. 23-25. Dr. Royal S. Schaaf, P.O. Box 594, 
wark 1, N. J., Secretary. 
iaTios oF Mepicat ILLusrrators, Montreal, Canada, Oct. 7-9. Miss 
xe M. Reynolds, 42d and Dewey Ave., Omaha 5, Secretary. 
rRAL ASSOCIATION OF OBSTETRICIANS AND GyNECOLOGISTs, Hotel 
‘itenelle, Omaha, Oct. 24-26. Dr. Edwin J. DeCosta, Suite 615, 104 
$ Michigan Ave., Chicago 3, Secretary. 
rraL NEUROPSYCHIATRIC ASSOCIATION, Hilton-Statler, Dallas, Tex., 
Oct. 18-19. Dr. Ralph M, Patterson, Ohio State Univ., College of Med., 
jumbus 10, O., Secretary. 
Society, Meuhlebach Hotel, Kansas City, Mo., 
it. 11-12. Dr. Marcus J. Stewart, 869 Madison Ave., Memphis, Tenn., 
ecutive Secretary. 
ucaL Society OF DELAWARE, Wilmington, Oct. 25-26. Dr. Norman 
L Cannon, 1208 Delaware Ave., Wilmington, Secretary. 
awa STaTE Mepicat Association, French Lick Sheraton, French 
Lick, Oct. 7-9. Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4, 
Executive Secretary. 
xecON STATE MEDICAL Society, Portland, Columbia Athletic Club, Oct. 
2-5. Mr. Clyde C. Foley, 1115 S. W. Taylor St., Portland 5, Executive 
Secretary. 
xieTy oF CLINICAL SuRGERY, Waldorf-Astoria, New York City, Oct. 11- 
\2. Dr. Frank F. Allbritten Jr., Univ. of Kansas Med. Center, Kansas 
City, Mo., Secretary. 
THERN PsycHIATRIC AssOCcIATION, Nassau, Bahamas, Oct. 6-8. Dr. 
joseph L. Knapp, 210 N. Westmoreland Ave., Dallas 11, Tex., Secretary. 
THWESTERN MEpICAL AssocrATION, E] Paso, Tex., Oct. 9-11. Dr. 
Russel L. Deter, 1501 Arizona St., E] Paso, Tex., Secretary. 
virep STATES SECTION, AMERICAN COLLEGE OF SURGEONS, Regional 
Meeting, Urbana, Ill., Oct. 12. Dr. Charles H. Drenckhahn, 602 W. Uni- 
versity Ave., Urbana, Ill., General Chairman. 
ESTERN INDUSTRIAL MEDICAL AssociaATION, Los Angeles, Hotel Biltmore, 
Oct. 4-6. Dr. Edward J. Zaik, 740 S. Olive St., Los Angeles 14, Secretary. 
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WEsTean Ontuorepic Association, Biltmore Hotel, Santa Barbara, Callif.. 
Oct. 20-24. Dr. Walter Scott, 354, 21st St., Oakland 12, Calif., Secretary 


INTERNATIONAL AND FOREIGN 
September 


CONGRESS OF INTERNATIONAL Socrery OF OnrHorrepic SURGERY AND 
TRAUMATOLOGY, Barcelona, Spain, Sept. 16-21, 1957. For information 
address: International Society of Orthopedic Surgery and Traumatology, 
34, rue Montoyer, Brussels, Belgium 

Concress OF INTERNATIONAL oF Ramway 
Paris, France, Sept. 16-21, 1957. For information write: Dr. J. Ortega, 41 
rue Michelet, Paris 6, France 

European ConGRESs OF AVIATION Mepicrne, Stockholm, Sweden, Sept 
16-19. Dr. Olle Hook, Flygvapnet, Stockholm 80, Sweden, Secretary 
General. 

INTERNATIONAL CONFERENCE ON Rapio-lsoropes Re 
SEARCH, Paris, France, Sept. 9-20, 1957. For information address: United 
Nations Educational, Scientific and Cultural Organization, 19, Avenue 
Kleber, Paris 16, France. 

INTERNATIONAL Concress or Curmistay, New York, N. Y., 
U. S. A., Sept. 9-14. For information address: Dr. John G. Reinhold, 711 
Maloney Bldg., Philadelphia 14, Pa., U.S. A. 

INTERNATIONAL CONGRESS OF THE INTERNATIONAL UNION OF THE MEDI- 
CAL Press, London, England, Sept. 13-14, 1957. For information write 
British Medical Association, B. M. A. House, Tavistock Square, London 
W.C. 1, England. 

INTERNATIONAL CONGRESS OF Mepicine AND PHanmacy, Beo 
grad and Opatija, Yugoslavia, Sept. 29-Oct. 5, 1957. Colonel Dr. Alek 
sandar Mezic, rue Nemanjina 15, Beograd, Yugoslavia, Secretary General. 

INTERNATIONAL ConGriss oF Psycniarny, Zurich, Switzerland, Sept. 1-7, 
1957. For information write: Prof. J]. Wyrsch, Stans (Lucern) Switzer- 
land. 

INTERNATIONAL SYMPOSIUM OF MEDICINE AND Sociat Hycrenr, Trieste, 
September 6-12, 1957. Dr. Mario Lovenati, Via Cevana, 18, Trieste, 
Secretary-General. 

MEDICAL ASSOCIATION OF SouTH Arnica, Red Cross House, Old Fort 
Road, Durban Natal, Union of South Africa, Sept. 16-21. Dr. B. Crown 
hurst Archer, 53 Medical Centre, Field St., Durban, Natal, Union of 
South Africa, Organizing Secretary. 

Worip Mepicar Association, Istanbul, Turkey, Sept. 29-Oct. 5, 1957. 
Dr. Louis H. Bauer, 10 Columbus Circle, New York 19, New York, 
U.S. A., Secretary-General. 


October 


ASSEMBLY OF ASSOCIATION OF FRENCH SPEAKING Doctors, Great Hall, 
Faculty of Medicine, 85 Boulevard Saint-Germain, Paris, France, Oct. 
16-18, 1957. For information address: General Secretary, Congrés Fran- 
cais de Médecine, Prof. G. Boudin, Paris, France. 


(Continued on next page) 


One of the safest, least toxic and most 


effective agents in everyday practice 


in alcoholism “. . . the tranquilizing and anxiety-relieving properties of this 
drug [Serpasil] offer the possibilities of its being extremely helpful for the long- 
term therapy of the chronic alcoholic. By stabilizing his emotional turmoil, his 
need for alcoholic escape may be reduced.” 


Greenfield, A. R.: Am. Pract. & Digest Treat. 7:241 (Feb.) 1956. 


in acute psychotic disturbances “It is now possible to discreetly manage 
acutely disturbed psychiatric patients by the prompt administration of adequate 


doses of reserpine (Serpasil).” 


Ayd, F. J., Jr.: The Pharmacologic Management of Everyday Psychiatric Problems (A Scientific 
Exhibit). Presented at the Clinical Meeting of the American Medica] Association, Boston, Mass., Nov. 


29—Dec. 2, 1955. 


in premenstrual tension “It was noted that this drug [Serpasil] had a quiet- 
ing ... effect in most instances of premenstrual tension . . .” 
Greenblatt, R. B.: Ann, New York Acad. Se. 59:188 (April 80) 1954. 


SERPAS!L® (reserpine CIBA) 
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MEETINGS 


Novahistine’ 


gives greater relief 

than antihistamines alone 
...and avoids misuse 

of topical agents 


Novahistine taken orally 
checks excessive irritant secretions 
and “unlocks” the closed-up nose 


{n the management of hay fever and other 
seasonal allergies . . . as well as the common 
cold ... the distinctly additive action of a 
vasoconstrictor (phenylephrine HCl) com- 
bined with an antihistaminic drug (prophen- 
pyridamine) produces a higher degree of relief 
than either drug given alone. 


... eliminates patient misuse of nose drops, 
sprays and inhalants . . . is not likely to pro- 
duce rebound congestion, mucosal damage, 
and ciliary paralysis, nor make the patient 
“jittery.” 

Each Novahistine Tablet or teaspoonful of 
Elixir provides 5.0 mg. of phenylephrine HC] 
and 12.5 mg. of prophenpyridamine maleate. 
For more potent nasal decongestion, Nova- 
histine Fortis Capsules provide twice the 
amount of phenylephrine. 


Pitman-Moore Company 
Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 


J.A.M.A., Aug, 31, 193 


CANADIAN PuysIOLoGIcaL Society, Ottawa, Ontario, Canaiia Univ 


Ottawa, Oct. 10-12. Dr. James A. F. Stevenson, o a 

Ontario, Canada, Secretary. cae St., Londo 
ConGREss OF INTERNATIONAL SOCIETY OF SURGERY, Mexic.) Ci 

Oct, 20-27, 1957. Dr. L. Dejardin, 141, rue Belliard, B; aa ’ 

General Secretary. » Belgiun 
FRENCH CONGRESS OF OTOLARYNGOLOGY, Faculte de Médecine q 

Paris, France, Oct. 15-18, 1957. For information address: Admivey 

Tati 


Secretary, French Congress of Otolaryngology, 17, Rue de B 
France. = 
INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY or 
Atlantic City, N. J., U. S. A., Gct. 18-21, 1957. Dr. H. Haj 
East 90th Street, New York 28, New York, U. S. A., Secretary 


November 


Pari 


ANGIOLog 
MOvVici, 
Genera] 


Paciric ScreENcE Coneress, Bangkok, Thailand, Nov. 18-Dec, 2 1957. F 
information address: Pacific Science Council Secretariat, Bishop ane 
Honolulu 17, Hawaii. 

Pan AMERICAN CONGRESS OF ENDOCRINOLOGY, Buenos Aires Argent 
Nov. 3-9, 1957. For information address: Secretaria General Soc . } 
Argentina de Endocrinologia y Metabolisms, Santa Fe 1171 ot 
Aires, Argentina. ee, 

PaNn-AMERICAN CONGRESS OF PHARMACY AND Washingt, 
D. C., U. S. A., Nov. 3-9. Mr, George B. Griffenhagen, Smithsonis 
Institution, Washington 25, D. C., U. S. A., Executive Secretary, ‘ 

Pan Paciric SurcicaL ConcGress, Honolulu, Hawaii, Nov, 14-29 1937 
Dr. F. J. Pinkerton, Room 230, Alexander Young Bldg,, Honoluly i 
Hawaii, Direetor-General. 


December 
BaHaMAs MEDICAL CONFERENCE, Nassau, Bahamas, Fort Montagu Bead 
Hotel, Dec. 1-15. For information address: Dr. B. L. Frank, Fort Mop. 
tagu Beach Hotel, Nassau, Bahamas. ; 
1958 
February 
Pan-AMERICAN CONGRESS OF OPHTHALMOLOGY, New York, N. Y., U,§, 4 


Feb. 1. For information address: Dr. William L. Benedict, 100 Firy 
Avenue Bldg., Rochester, Minn., U. S. A. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circulo- 
tion magazines on medical subjects is published each week only 
for the information of readers of THE JouRNAL. Unless specif. 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


The Saturday Evening Post, Aug. 24, 1957 
“Good News for Diabetics,” by Milton Silverman 
This is one among several articles published recently about 
Orinase, the substitute for insulin which can be taken by 
mouth. The orally given antidiabetic, according to the 
article, works best for older patients who are affected with 
mild diabetes. 


Coronet, September, 1957 

“Shock—Nature’s Mysterious Killer,” by Martin L. Gross 
According to the article, medical research in recent years 
has done much to save many thousands who would other 
wise have died from shock. 

“The Man Who Was Doomed to Silence,” by Bill Monroe 
This is the story of Paul Ramos, a U. S. Marine Cons 
major, who suffered a severe brain injury during the assault 
on Guam. It tells how he regained his speech and later 
became a Republican cancidate for the Louisiana state 
legislature. 


Look, Sept. 17, 1957 
“Childless Couples Can Have Babies,” by Edward T. Tyler, 
M.D., as told to Roland H. Berg 
The article answers 30 questions on sterility. It predict 
that 1 out of 3 childless couples who want children ca 
have them. 


Reader’s Digest, September, 1957 

“Yesterday Hopelessly Il—-Today Cured,” by Paul de Kru 
The article tells of new advances in medicine which at 
saving lives that once would have been lost. Corticotropi 
(ACTH), cortisone, aminosalicylic acid (PAS), and Cor 
madin sodium are among the drugs described. 

“Near Life, Near Death, Near God,” by Milton Golin 
This is a condensation of an article from THE JOURNAL, 


April 13, 1957, issue. 
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corticosteroid therapy 


METICORTELONE 


Specip- 
prednisolone 


proves 
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the 
Meti-steroids 


first family 


corticosteroid 


therapy 


for oral use 
METICORTEN®” 
(prednisone) 
and 
METICORTELONE® 
(prednisolone) 
1., 2.5 and 5 mg. tablets. 


for intra-articular injection 


METICORTELONE 


ACETATE Aqueous Suspension 
5 cc. vial, 25 mg./cc. 


for topical intranasal therapy 
METRETON‘® Nasal Spray 


0.2% prednisolone acetate and 
0.3% chlorprophenpyridamine 
gluconate; 15 cc. plastic squeeze 
bottle. 


for topical skin therapy 
METI-DERM® Cream 


0.5% prednisolone, free alcohol, 
in a water-washable base; 10 Gm. 
tube. 


METI-DERM 

Ointment with Neomycin 
0.5% prednisolone, free alcohol, 
and 0.5% neomycin sulfate in a 
white petrolatum base; 10 Gm. 
tube. 


for topical eye therapy 
METIMYD® 

Ophthalmic Suspension 
0.5% prednisolone acetate and 
10% sulfacetamide sodium; 
5 cc. dropper bottle. 


METIMYD 


Ointment with Neomycin 
0.5% prednisolone acetate, 
10% sulfacetamide sodium, and 
0.25% neomycin sulfate; oz. 


applicator tube. 


MS-J-127 


‘ 
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*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension . . . reduces mental tension as yet 


unrelated to physical symptoms. 


*Roudixin reduces hypertension 


Blood pressure lowering effect is gradua), sustained in hypertensives 
_. little or no hypotensive effect is produced in normotens:ves. 


*Single daily dosage 


Discourages promiscuous over-use by patients... not habit-forming. 


Squibb Quality—the Priceless I ngredient 
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An African Arrow Poison 


The arrow poison of the Giriama tribe . . . is of considerable 
interest, since it is by far the most lethal aboriginal hunting 
poison known. ... 

The substance, in appearance a black gum of the consistency 
of pitch, is manufactured by the Giriama tribe of the Coastal 
Province of Kenya Colony. The Giriama themselves are not a 
hunting tribe, but sell the poison to the Walingulu and the 
Wakamba tribes. These hereditary hunters use the poison to 
poach elephant and cause a very considerable annual depreda- 
tion among the elephant herds. One captured Walingulu 
poacher cheerfully admitted to the killing of over 80 elephants 
in 1955 with this poison. The Giriama sell the poison either 
in bulk in hide pouches or in iron pots, or in single doses packed 
in small woven grass containers shaped something like a cheroot 
and about the siz of a cigarette, each grass package containing 
a single dose of the substance to kill an elephant in about 500 
yards. ... 

No antidote of any kind is known, and any animal struck by 
a poisoned arrow is doomed to a rapid and agonizing death, 
apparently from an action on the hemoglobin radicle of the 
blood which it apparently disassociates and breaks down. 
The substance is known by the Native to be destroyed by sun- 
light, and is always kept carefully guarded in a leather covering 
when it has been applied to the arrow. Before use the poison 
is tested for efficiency and deterioration. The hunter cuts his 
arm just above the biceps and allows the blood to flow in a 
trickle to his wrist. The poisoned arrowhead is touched to the 
blood, which immediately turns black, and the poison should, 
if fresh, rapidly ascend the blood up along the arm, showing 
its course by the blackening of the blood. The time taken 
for the poison to ascend the blood trickle is an indication of 
the efficiency of that particular batch of poison. The poison is 
prepared from the bark and roots of the acokanthera tree... . 
In a grove of some dozen trees only one may contain the 
toxic principles, and the Natives recognize this tree by the 
presence beneath it of dead rats and birds. ...The hunter eats 
the flesh of an animal killed by the poison, though he cuts 
away such portions of the meat as have been in intimate 
contact with the poison, which are easily recognized as having 
the appearance of having been burnt. Neither does the hunter 
worry about getting the blood of a poisoned animal into cuts 
and wounds on his body; presumably the dilution in the blood 
of the carcass is sufficient to render it harmless. . 

The roots and bark of this [acokanthera] tree are boiled 
down in an iron pot, along with other ingredients. The sap of 
the Aloe rabaiensis is added, this making the gum less brittle, 
as well as having an irritant action which probably enhances 
the absorption of the poison and makes it adhere better to the 
metal of the arrowhead. An asapium and an acipithrid are 
also added, but these seem to be inert... . 

An elephant had been shot with a poisoned arrow the 
previous evening and the poachers had lost the spoor in the 
dark. ...The carcass was discovered by a... patrol... [and] 
a European parks warden. The body was still fresh. The head 
of the beast was swollen and superficial blisters were found 
on the skin in front of the chest. The arrow had struck in the 
flank region and the arrowhead had penetrated deeply into the 


J.AM.A., | 


abdomen. The tissues which had been in intimate contact wit 
the poison presented a “peculiar burnt appearance.” The 
blood was black and very liquid. The spleen was merely 
bag containing a black liquid which sloshed to and fra 
The liver was very friable and “looked as if it had bees 
cooked for days.” The tendons of the saddle region were ven 
brittle and were easily torn with the fingers.—D. A. Walker 
M.R.C.V.S., Giriama Arrow Poison: A Study in African Phap 
macology and Ingenuity, The Central African Journgl P 
Medicine, June. 1957. ‘ 


The “X” in Social Security 


The Social Security system is heading into the red for ¢ 
first time in its history, Mr. Karmin reported from Washingtog 
recently. 

This year the system will dole out more than it takes in from 
those insured, though investment income will keep the overallll 
revenues in the black. But by 1959 there may be an actual 
deficit unless the Social Security taxes are raised, with benefits 
outrunning income by $1 billion. 

The trouble is that the estimates of income and outgo have 
not worked out. On the one hand, the actuaries underestimated 
income from Social Security taxes; they don’t know why income 
hasn’t come up to expectations despite a continuing boom. On 
the other, outgo has been higher than anticipated. 

The reasons for this second development are not hard to find 
For example, Congress last year lowered to 62 from 65 the age 
at which women could start drawing benefits. And in 1954 
self-employed farmers were “covered”—some are already draw 
ing benefits, about two and a half times the number originally ’ 
estimated. 

So once again we see the actual events tripping up the best 
laid plans of man. And note that this is particularly true of the 
plans that are made by governments. Such a plan is continually 
subject to political pressures for “liberalization” —pressures 
which may not be justified by the economics of the system 
itself. 

This is not to say that it may not be socially desirable for 
farmers to be covered or for women to be able to draw benefits 
at a lower age. But once the “liberalization” begins, it immed- I 
ately becomes almost impossible to stop the trend, no matter iii 
what the economic logic may be. If women are to draw benefit 
at 62, why not at 52? “Inequities” also exist. For example 
dentists and osteopaths are covered, but doctors are not. 

This “liberalization” problem is bound to continue until al 


segments of the population are covered, at least for benefits 
Yet there is “no danger” to the fund, in the view of the chié 
Sociai Security actuary, who believes the higher tax slated fat 


1960 will again bring a surplus. 

He may very well be right. But we don’t envy any statisticiaa 
who must include in his calculations the most imponderable @ 
all “x” quantities—what a politician will do with the peoples 
money next.—Editorial, The Wall Street Journal, July 25, 1951. 
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... use The Journal AMA 


classified advertisements 


THE JOURNAL’S Classified columns are being used regularly and with an outstanding 
record of proven success! Write for rates on personal and commercial classified ads. 
For current issue, ad must reach us by Friday Noon, 15 days in advance. 


ADVERTISING DEPARTMENT 

JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET 

CHICAGO 10, ILLINOIS 
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brand 


provides the 
wide margin of safety 


of a brief latent period 


and optimum rate of elimination 


for dependable 


digitalization and maintenance 


Tablets: 0.25 mg. (white) and 0.5 mg. (green) 
Pediatric Elixir: 0.05 mg. in each ce. 
Ampuls: 0.5 mg. in 2 ce. 


**Lanoxin’ was formerly known as Digoxin ‘B. W. & Co.’ The new name has been 
adopted to make easier for everyone the distinction between digoxin and digitoxin. 


& BURROUGHS WELLCOME & CO. (U. S.A.) INC., Tuckahoe, New York 
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relieve the most common side-effect 


of reserpine 


SANDRIL PYRONIL 


(Reserpine, Lilly) (Pyrrobutamine, Lilly) 


Approximately half of all patients taking any Rauwolfia 
preparation experience the annoying side-effect of nasal 


Each tablet combines: stuffiness. Clinical studies have shown that ‘Pyronil’ usually 
‘Sandril’ 0.25 mg. relieves this condition. 
‘Pyronil’ 7.5 mg. 


Dose: Usually 1 tablet b.i.d. For Pr have = 
Also ‘Sandril’: Tablets, 0.1, ta et. Its ‘Pyronil’ content 
0.25,and 1 mg. Elixir, 0.25 relieve nasal congestion in about 75 percent of your 
mg. per 5-cc. teaspoonful. patients who experience this troublesome side-effect. 


EL! LILLY AND COMPANY . INDIANAPOLIS 6, INDIANA, U.S.A. 


NEO-SYNEPHRINE NASAL SPRAY 


in the MOST 
CONVENIENT 
FORM. 


q Phocision Plastic Squeege Botthe 


won't break or spill 
e delivers a fine, even spray 


Neo-Synephrine relieves the discomfort 
of hay fever, colds and sinusitis 
promptly and safely without sting, 
drowsiness or tachycardia 
in virtually all patients. 


Neo-Synephrine is available also in 
%%, 2% and 1% solutions 
in bottles of 1 oz. with dropper. 


LABORATORIES - NEW YORK 18, N. Y. 


: Neo-Synephrine (brand of phenylephrine) and Zephiran (brand of benzalkonium, 
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THE JOURNAL OF THE 
AMERICAN MEDICAL, ASSOCIATION 


535 N. Dearborn St. Chicago 10, Ill. 
Phone WH 4-1500 Cable Address “Medic” Chicago 


SUBSCRIPTION RATES 


Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 


U.S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order. Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS 
should be received at least 3 weeks prior to date 
change is to go into effect, and should state 
whether change is permanent or temporary. Both 
old and new address should be given. 


WHEN COMMUNICATIONS 


concern more than one subject—manuscript, news 


scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 


CONTRIBUTORS 


Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in THE 
JOURNAL OF THE AMERICAN MEDICAL ASSOCIA- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue JourNAL if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in THE JouRNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and_ bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by the American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THE JouRNAL do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by THE JounNAL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 


graphs and drawings are returned after the article 
is published. 


PRICE LIST 
A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearsorn STREET, Cuicaco 10 


items, reprints, change of address, payment of sub- | 


Price to students, interns and residents: $9.00 in 


notice 


EXCLUSIVE PUBLICATION: 


made in black ink on white paper, Used photo- | 


99% of your patients will say... 


* ® 
erifene 


WHOLE PROTEIN SUPPLEMENT 


tastes good!” 


(as good as ice cream!) 


Why so much emphasis on taste? 
Because, simply stated, there is 
no value in any nutritional prod- 
uct—regardless how good the 
analysis looks—if it is not accept- 
able to the patient. 


Meritene Whole Protein Supplement 
is acceptable to patients because of its 
pleasant ice-cream-like taste. (Try it your- 
self!) And, it’s easy to prescribe, easy to 
administer, and economical for patients 
who use it at home. 


MERITENE mixes with milk in seconds 
(and stays mixed) for ideal high-protein 
supplementation wherever required. One 
8-ounce Meritene Milk Shake provides 
over one-quarter the N.R.C. Daily Dietary 
Allowances for protein and all essential 
vitamins and minerals. 


MERITENE has been widely used by 
doctors and dictitians ever since its in- 
troduction in 1940. Available at all drug- 
stores in 1 and 5 lb. cans, chocolate or 
plain flavor. (Institutional size 25 lb. cans 
as low as 76¢ per pound on direct order 
from Minneapolis. ) 


MORE NUTRITIVE THAN EGGNOG 
8 oz. 
MERITENE 8 
MILK SHAKE EGGNOG* 
Protein. . 17.9 gm. 146 gm. 
ee 95 gm 15.0 gm. 
Carbohydrate.... .. 28.6 gm 24.7 gm 
aicum... ... gm 31 gm 
Phosphorus 46 gm 3 ALSO 
77 me. 14 mg AVAILABLE 
iboflavin.. 64 mg 56 me 
7 ™m mg N EW 
itamin D. 1 
Cholesterol. 38.4 mg. 299° me INSTANT 
*Eggnog nutritive value from 
Bowes & Church, 7th Ed. 1951 MER ITEN E 


FREE 1-LB. CAN—CLIP AND MAIL TODAY 
MA-8: 


* a 
@ MERITENE, c/o Tue DietenE COMPANY 
° 3017 Fourth Ave. So., Minneapolis 8, Minn. 4 
@ Please send me a FREE one-pound can of gg 
@ Meritene, plus a supply of compre- gy 
@_ssihensive Merirene Diet Sheets. 
: Name MD 4 
w= Address. 
City. Zone State. 


A product of 


THE DIETENE COMPANY 


MINNEAPOLIS 8, MINNESOTA 


JAMA. Aug. 31, 
Classified Advertisement, 


For personal classified advertise 
is $7 per insertion for 30 words or 
words 25e each. 


SEMI-DISPLAY ANNOUNCE MENT 
FOR PERSONAL CLASSIFIED abdyer 
set in bold type (like this paragraph) the ASEMENTs 
per insertion for 30 words or less, additisnaj wees 


each. 
COMMERCIAL CLASSIFIED aps 

For classified advertisements of a commer 
promotional nature, the rate is $9 per incor 
for 20 words or less, additional worijc 
For semi-display, $11.25 for 20 Words 
additional words 40¢ each. This rate is given. 
EACH INSERTION. 


Nts the 
addit Or 


Sie 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


BOX NUMBER ADVERTISEMENTS 
A fee of 45¢ is charged to have answers go. 
care of A. M. A. Count 4 words for box nym), 
instructions. Letters sent in care of Tue Journ, 
are forwarded directly to the advertiser as rece, 


INQUIRIES ABOUT BOX NUMBER 
ADVERTISEMENTS 


THE JourNAL is not permitted to divulge + 
identity of advertisers who have their maj] co: 
eare of A. M. A. If further information about , 
ad of this type is desired, correspondence sho 


be addressed 
directly to the —_ 
advertiser in = H 
this manner. 
ome 


All replies to key numbers are mailed the sa) 
days as received. 

Physicians who are not members of county med 
cal societies should submit professional retferenees 
with their advertisements and thus avoid delay 

The right is reserved to reject or modify a 
advertising copy in conformity with the rules ; 
the Advertising Committee. 

All questionable items will be excluded 
these columns and notification of any misrepy 
sentation seen by readers will be appreciated. 


fror 


CLASSIFIED ADVERTISING FORMS CLOSE 
FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NURSES WANTED 


WANTED—REGISTERED NURSE TO SUPERVISE 
medical care of 40 ladies (ambulant) in Episcopa 
Church home in attractive suburbs, Baltimore, Mary 
land; modern buildings; excellent food; attractiv 
quarters; excellent salary. Write: Box 4627, %o AMA 


REGISTERED NURSES—POSITIONS AVAILABLE 4 
the Community Hospital, Lanai, Hawaii; commer 
salary $305; nurses quarters nearby. For deta apt 
to: The Administrator, Lanai Community Hospit: 


NOTICE 


NOTICE IS HEREBY GIVEN THAT AN EXAMI‘ 
tion for license to practice medicine and surgery int 
District of Columbia will be held at 1740 Massachuse! 
Avenue, N.W., Washington, D. C. November 12 and 
1957; the basie science part of the examination will ) 
held at the same address on October 21 and 22, 1% 
only such applicants who successfully pass the bas 
science examination will be admitted to the professior 
examination; only such applicants as may be duly 
thorized by the Commission on Licensure will be 4 
mitted to any of the examinations; all applications mw 
be in the hands of the Secretary not later than Oct 


1, 1957. For further information address: Daniel L 
Finucane, MD, Secretary, Commission on Licensu 
1740 Massachusetts Avenue, N.W., Washington 6, D. ( 
NEW GERMAN CAMERAS—ACCESSORIES, DIRE 
from wholesaler at source; Exakta VX Ila Automat 
f2/58mm C. Z. Jena Biotar $168.30 + (21.00) du 


Special Seasonal Sale; we pay shipning; insurance: © 
year guarantee thru New York office; specific needs 
catalogue; ordering method airmailed by return. |’ol!+ 
Augustenstr, 71, Munich, Germany. 


INSTRUCTORSHIP—POSITION OF INSTRUCTOR 0! 
Surgery (Anesthesia) available immediately at Unive 
sity of California Medical Center. Write: John > 
Dillon, M.D., Professor of Surgery (Anesthesia), Un 
versity of California Medical Center, Los Angeles 2 
California. 


ASSISTANTS WANTED 


WANTED — ASSISTANT ADMINISTRATOR (MP RI 
quired) ; supervision and direction of professiona! ser’ 
ices excluding nursing; direction of intern and resident 
program; experience in general hospital administratiot 
an asset; age 30-35 preferred; please state education 
experience and salary desired. Apply: Mr. Alex =—_. 


Acting Administrator, 
614, Honolulu, Hawaii. 


The Queen’s Hospital*+, 


(Continued on page 42) 
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Zoxazolamine’” 


Low back 


...Of 90 patients with low back pain and other muscular conditions... 


67 (74 per cent) showed a good response... .’”' 


“...17 of ...20 patients with post-traumatic muscle spasm of the low 
back had excellent or good responses.’”” 


(1) Johnson, H. J., Jr.: To be published. (2) Wallace, S. L.: To be published 


How Supplied 
Pink, Enteric Coated tablets (250 mg.), bottles of 36. 
Yellow, scored tablets (250 mg.)j, sottles of 50. 


*U.S. Patent Pending 


Laboratories, Inc. 
'McNEIL Philadelphia 32, Pa. 
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TONICS AND SEDATIVES 
my favorite story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 

A busy physician arrived late at a country 
club dance and discovered that in slipping 
on the pavement outside he had torn one 
knee of his trousers. 

“Come into the ladies’ dressing room,” 
said his wife. “There’s no one there and I'll 
pin the tear for you.” 


needle and thread and was stationed at the 
door while the doctor removed his trousers. 
Just as his wife went to work sewing, 
there were excited voices at the door. “We 
must get in! Mrs. Jones is sick!” 
“Hurry,” the doctor’s wife said. “Get into 
the doctor in. 

door came loud thumping and the agonized 


wife open the door at once. 

But the women are in here, 

his wife. 

“Darn the women,” 

out in the ballroom!” 


answered 


said the doctor. “I’m 


It was the opening appearance of the 
Philadelphia Symphony Orchestra 
Stokowski at his most majestic conducting. 
The music was crashing and thunderous, 


brief, but absolute, rest in the music. 


woman’s voice, “But,” the voice said, 
always fry mine in lard.” 

poetry corner 


‘The Pun’ 

“A pun is the lowest form of wit,” 

It does not tax the brain a bit; 

One merely takes a word that’s plain 
And picks one out that sounds the same. 
Perhaps some letter may be changed 
Or others slightly disarranged, 

This to the meaning gives a twist, 
Which much delights the humorist; 

A sample now may heip to show 

The way a good pun ought to go: 

“It isn’t the cough that carries you off, 
It’s the coffin they carry you off in.” 


Immediately, from the other side of the | 


but suddenly there fell the silence of a. 


Examination showed that the rip was too | 
large to be pinned. The maid supplied a_ 


this closet!” She opened a door and pushed | 


voice of the doctor demanding that his 


with | 


| 


Out of the night came the sound of a/ 


(Continued on page 44) | 


ANY KIND 


e+ for trips without trouble 


et. . . efficacy of treatment is 
raised from an average of 62 
per cent when symptoms of 
motion sickness are present to 
about 90 per cent when Dram- 
amine is taken prophylacti- 
cally.99 


Lederer, L. G., and Kidera, G. J.: 
Passenger Comfort in Commercial 
Air Travel with Reference to 
Motion Sickness, Internat. Rec. 
Med. 167:661 (Dec.) 1954. 


dramatic, rosults— 


Dramamine 


Brand of Dimenhydrinate 


SEARLE 


J.A.M.A., Aug. 31, 1957 


(Continued from page 
The 
Medical 
Bureau 
900 North Michigan Avenue Chicog 


bined 1000; entirely fee for serviess mond 


school city, 
ASSISTANTS: (cas) Surg; pref. | or 2 yrs’ res. sup 
surg. group; med. center. So. —« 


ob-gyn; 
man group; pref. trained gen .: 
BANK: Dir. prog., 7 counties: head 
rt & univ , 250,000, Sw. 
DERMATOLOGY: 191) To assist head dept, 
group staffed by faculty members, med. school, 
GENERAL PRACTICE: (F86) Ass'n, 7 man group: 
clinic bldg; modern, well equipped: $1000 me es 
%; town 50,000, Calif. (F87) Ass’t by weil estab GP 
no surg. or ob; suburb, NYC; sal. Ist yr: 50.50 atter 
that. (F88) Ass’n, well estab. GP; univ. city, p, 
NW; partnership; sal. at first. (F89) Ass'n, (4 9. 
group estab. '24; univ. city, Texas. an 
ACS & Ob-gyn: res. town, Va: Partner. 
INDUSTRIAL MEDICINE: (G9) Med. dir; 2000 emp 
progressive co; new prog; Fla. (Gi0) Young MO 
pg indus. regional plant, major co; N 


r Phil 

INTERNAL WEDICINE: (H7) Ass’n, Board internix 
FACP, assoc. prof. med; ige pract; univ. city, s 

(H8) Ass’n, 14 man group; city of 135,000 nea; 
med. schooi cities; NY; partner oppor: pref. with 
allergy subspecialty. (H9) Ass’n, group of internist 
year’s training any ye excepting GI, cardio 
ogy; teaching oppor; med. center, SW. (H{0) Aw’ 

20 man group: 150 bed hosp. (closed staff): m 


$15,000; MW. 

NEUROSURGERY: (159) Head, new dept, 34 man Group 
estab. over 40 yrs; partner oppor; MW 

OALR: (E54) Oph., ass’n, Board oph: coll. town. in. 
mediate drawing area, 100,000; Mich: Ist yr, $18.00 
2nd, $24,000; partner oppor. (E55) Chiefs. depts, oph 
oto., new hosps, serving indus. organ 


So. 

OBSTETRICS GY GYNECOLOGY: (J92) Chief dept, clinic 

new hosp. serving indus. group; if Board, $20,000 to 
25,000 ; Ass'n, 2 Board men (ob-gyn 
ist yr, $12,000; 2d, %, min., $22,000; 3d %, min 
$32,000; So. Calif. 

ORTHOPEDICS: (K43) Group ass’n, outside US; pleasant 
equable climate. (K44) Qual. head dept, Ige group 
pref. one with academic interests. (K45) Ass’t by 
Board orthopod; busy practice: San Francisco area 

PATHOLOGY: (L60) Dir. dept, 800 bed gen. hosp: 
providing income $40,000- $45,000; Ige city, MW. (L6) 
dept, 35 man group; own hosp., beds; res 

n, short distances several Ige cities: E. 

PEDIATRICS: (M64) Head dept, 10 man ae Own 

d yt rapidly growing community; Calif 

$18. 000. (M65) Ass’n, 35 man group present 
staff, 4 Brd pediatricians; univ. town, 4 

P & N: = health serv; 
min. 3 ; sal. open, min. $15,750. (P2i 
Ass’n, "ban: Ige priv. pract; oppor, tch’s 
research; min. $2 0,000 ; early partner; med. schoo 


nasitiany: (R44) Head dept, new 250 bed gen. hosp 
JCAH approved; foreign operations, major indus. co 
substantial sal. (Fed. tax free) ; 2 yr contract, renew 
able; mo. vacation. (R45) Ass’n, active priv. & 
hosp. practice; partnership; Ige city, Pac. NW. 

SURGERY: (U9) Ass’n, Board surg; pref. some training 
thoracic surg; coll. town, 40,000; drawing area, mi 
lion; MW. (U1I0) —_ or orth. surg; ass’n 9 man 
Group estab. low 

UROLOGY: (W85) ead “Gent, 21 man group; univ. city 
MW ; partner, 2d yr. 


Quarte 


med; 


or elig 


Please send for our Analysis Form. 


Burneice Larson DIRECTOR 


WANTED — ASSISTANT IN GENERAL PRAC rich 
Illinois city of 5,000 population with near- by appr 
hospital; X-ray and full time lab facilities availat 
salary first year $12,000, second year percentage a 
eventually partnership if desirable; professional a 
personal data requested in reply. Box 4524 B, % AMA 


NEBRASKA—GENERAL PRACTICE; SALARY $10.00 
first year, percentage and partnership later; growing 
community mostly office and hospital ; pleasant living 
conditions. Reply fully: Box 4535 B, %e AMA. 


PHYSICIANS WANTED 


PSYCHIATRIC RESIDENTS — KENTUCKY DEPART 
ment of Mental Health—Five year ‘‘Package Plan”’ tes 
dencies with stipends amounting to more than $35," 
available with Kentucky Department of Menta! Heait! 
training includes one year at Central State Hospital- 
suburb of Louisville, and two years in the University 
Louisville School of Medicine+ Psychiatric residen 
program; following training, two years to be spent W! 
the Department; graduated, generous stipends; first yee 
$5,000; second, $6,000; third $7,000; fourth and fif 
years, regular salary for psychiatrist approved by ! 
State Department of Pe rsonnel ; join fast growing 4 
partment with excellent national reputation; requir 
ments—graduation from approved U. 8. or ‘Canadiat 
Medical School; U. S. or Canadian license. Write: H. L 
McPheeters, MD, Commissioner of Mental Health, - 
South Third Street, Louisville 2, Kentucky. 


PHYSICIAN INTERESTED IN PULMONARY DIS 
eases—for 170 bed state supported tuberculosis hospita 
established one and one half years; active surgical D! 
gram; out patient service; x-ray and laboratory: co? 
sultants in all branches; U. 8. citizenship and Ala 
bama medical license or eligibility therefore require’ 
salary $8500 to $9500 depending on qualifications ; ua! 
ters to be made available. 
trict Tuberculosis Hospital, 
Mobile, Alabama. 


800 St. Anthony 


(Continued on page 45) 
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PAMPHLETS ON 


Reprinted from 
Today’‘s Health 


Magazine 


EMOTIONAL HEALTH 


by T. R. RETLAW 
8 pages, 15 cents 


A discussion of release of tension through work and 
play. 


THE PSYCHIATRIST 
by EDW. DENGROVE, M.D. and DORIS KULMAN 
6 pages, 10 cents 


What he is, how he works, and what he can mean 
to you, 


EMOTIONAL ILLNESS 


by EDITH M. STONEY 
8 pages, 15 cents 


An explanation of the difference between functional, 
or psychosomatic illness, and organic illness. 


HYPNOTISM—HUMBUG OR 


HEALING? _ by JAMES A. BRUSSEL, M.D. 

6 pages, 10 cents 
The truth is that it can be either, depending on who 
uses it, for anything in the hands of a phony is about 
as good as a three-dollar bill. 


JOE’S NERVOUS BREAKDOWN 


by JOHN E. EICHENLAUB, M.D. 
6 pages, 10 cents 


A doctor tells the sufferer’s family how they can 
help when he comes home, how to deal with out- 
siders, why breakdowns occur, and how they can 
be prevented. 


Write to: 


Order Department 


American Medical Association 
535 N. Dearborn St. 


Chicago 10 


(J Emotional Illness—15c 

Emotional Health—15c 

[] Joe’s Nervous Breakdown—10c 

The Psychiatrist—10c 

() Hypnotism—Humbug or Healing—10c 


Name 


Street. 


City 


State 
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Antipruritic: 
-Antiallergic 

Bactericidal 
Fungicidal 


mand 


Relieve asthma spasms 
and nasal congestion 
of hay fever... 


Many physicians recommend the Breatheasy pyrex nebulizer and 
epinephrine inhalant ...an isotonic salt solution of racemic 
epinephrine hydrochloride 2.46%. Nebulizer provides a 


fine mist—no droplets... mebulizes rapidly ...and can 


be sterilized by boiling in water or with dry heat. 


Breatheasy 


Pascal Company, Inc. 
231 Dexter Ave., Seattle 9, Wash. 


1932-1957 


25 YEARS OF LEADERSHIP AND SERVICE 


~ 
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TONICS AND SEDATIVES (Contin) 


food for thought co 


From time to time we run stories thy 
are not really humorous but, rather, might 
cause you to stop a moment and reflect 

A man dreamed that he had died and }, 
found himself in a vast expanse where b 
was exceedingly comfortable. He rested 4 X.- 


while and then, becoming bored, shouted gat Bo 
“Is anyone here?” ntensi 
ndators 

In a moment a white-robed attendant get, H 


appeared and asked, “What do you want” 
“What do you have?” asked the man, 
“You can have whatever you w ant,” was 
the reply. 
“Then bring me something to eat,” the 
man said. 

“What would you like to eat? You cap 
have whatever you want.” 

And so they brought him anything he 
wanted and the man went on eating and 
sleeping and having a good time. He went 
on getting everything he wanted when he 
asked for it. 

Finally, more than a little bored, the man 
summoned the attendant. “I want some. 
thing to do,” he said. 

“I am sorry,” he was told. “That's the 
only thing I can’t give you.” 

“I'd rather go to Hell,” the man con- 
plained. 

“Where do you think you are?” said the 
attendant. 


An Englishman was being shown the Bi yvaos 
sights along the Potomac. wine 
“Here,” said his American guide, “) post. 
where George Washington threw a dolla: | 
across the river.” ot 
“That’s not remarkable,” replied th Ob- 
Englishman. “A dollar went further then oRTHO 
than it does now.” — 
“But Washington accomplished a greater Hj*"{o" 
feat than that,” said the American. “He 
once chucked a sovereign across the Atlan- own 
tic.” PEN: 
¢ 
quotes of the week pro 
Smile and the world smiles with you: <= 
cry and we sell two million records. sunt 
yrs 
The first screw that gets loose in a per vet 
son’s head is the one that controls the tongue a 
PLEAS 
It’s never wise to argue with a fool. The Hj "4Y § 
listeners don’t know which is which. — 


(Continued on page 45 


64 
PE subacute and chronic dermatoses, “e ially where on inflam- 
matory reaction was accompanied by increased scaling and lichenifi- : 
“Se cation with secondary infection such as is seen_in seborrheic derma-— 
| itis, atopic” dermatitis, contact dermatitis, and neurodermatitis.” ound 
Apply B. 1. 02., 2 82,, 4 OF. tubes either 0.5% or 1.0% hydrocortisone 
20,006 
distan 
GP q 
Alask 
med; 
| $16,0 
NTERN, 
MW. 
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RADIOLOGIST 300 BED GENERAL Hos- 
ysoclAT®hern New England; fine community in 


intern and residency program fully ap- 
ible professional arrangement will be 
4 out h successful candidate who will have a 
out the details; starting income should 


5,000 and $20,000; depending on qualifi- 
a btw epartment of Radiology well equipped and 
nd ineludes therapy and isotopes. Address 
A 


to; Dox 4661 C, % AMA. 


TED—CHILEF; SURGICAL SERVICE; 250 BED 
Ter. Administration general medical and surgical 
syite active in general surgical service; excel 
Superior general consulting services 

oualifieations should include Board certifica- 

Soard qualified ; lacking these, sufficient surgical 
vdence under approved circumstances to substitute 
tensifit { formal training; citizenship and licensure 
,datory. Apply: Manager, Veterans Administration 
‘or, Hot Springs, South Dakota. Cc 
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FULL TIME EMPLOYMENT: 
‘bd VA GM & 8 hospital; salary up to $11,610 
epending upon qualifications ; 25° additional sal- 
Board Certified ; 30 days annual leave; liberal sick 
. insurance, and retirement benefits; must be citi- 
‘nd graduate of approved medical school; Texas 
ow not required; if interested, Contact: Manager, 
Hospital, Amarillo, Texas. Cc 
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OUR 61ST YEAR 


WooDWARD 
cal Brsonnel Bureau 


FORMERLY AZNOE'S 
3rd 8S N.WABASH AVE. 
ANN WOODWARD “Director, 


ACADEMIC: Faculty appointments, various localities; 
Full professors, (a) anes, surg, urol, oto, oph, ortho; 
$15,000 plus priv pract. (b) Assoc-professors; Ob- 
Gyn; $15,000; path. (c) Ass’t prof, rad. - 
ADMINISTRATION: (t) 400 bd fully apprv’d hosp, univ 

ie med entr; E. (u) Ass’t; Ige hsp; Hawaii. 

ANESTHESIOLOGY: (v) Join priv corp of 3 Board anes 
doing all anes, 350 bd tch’g hsp & 2 others; facility 
develop’g into regional med center; univ city, 100,000; 
warm climate* pleasant living; S. 

ASSISTANTS: (f) By yng GP est °48; busy gen, surg 
pract; excel % of gross w/good guar; oppor prtnr; 
beautiful Marin County nr San Francisco. (g) By 
estab AAGP; sm twn nor state capitol; $12,000; iI. 

DERMATOLOGY: (w) Head dept; 40 man grp, mostly 
Dipls est '47; adult & child’n; own hsp; diagnosis, 
treatment includ x-ray; Ige OPD; Pac NW. 

SENERAL PRACTICE: (1) Assn w/long est GP, modern 
well equip’d clinic w/lab & x-ray; only cf in twn 
20,000; only 4 MD’s in twn; $12,000 ist yr; early 
prtnr w/no investment shid net $20-$25, ; short 
distance sev med schis; recomm’d; MidS. (m) Net 
§20-$25,000 as assoc w/AAGP est 20 yrs; no surg 
or Ob; good sal Ist yr suburb univ city; E. (n) 
GP qual in surg capable admin small hsp; $30,000; 
Alaska. (0) Assn, distinguished 15 man teh’g orp: 
est "47; oppor specialize surg, med, Ob-gyn, indus 
med; oppor pleasant living in med sch city; So. 

NDUSTRIAL MEDICINE: (w) Med dir, 3 plants, major 
co; shid have good indus exper; sal open; minimum 
$16,000; coll city; New England. 

NTERNAL MEDICINE: (u) Assn, 22 men mostly Dipls 
est 48; finest facilities; oppor tch’g: resrch; $15,000 
ist yr, $18,000 2nd, prtnr 3rd; univ med sch city: 
MW. (v) Assn, distinguished professor, medicine 
seek’g retirement sev yrs; extremely active pract; has 
one assoc; city 300,000; S. (w) Prtnrshp w/yng Mayo 
trn'd, Johns Hopkins int, specializ'g diabetes & 
metabolic diseases; pract well estab; Calif. (x) With 
subspecialty, allergy pref bkground, chest diseases; 
aisn, 18 Board men est '26; univ city, MidE. 

NEUROSURGERY: (h) Chief, univ hsp & also new 400 
bd hsp; oppor resrch, tch’g: Ige city; MW. 

OALR: (g) Oph, head dpt, 15 man orp est °46; new 
post; operate sev brnchs; state capitol 100,000; MW. 
(h) Oto, hd dept, 20 men mostly Dipls est '40 should 
net $20-$25,000; city 60,000; MW. 

0B-GYN: (h) Chief of depts, clinic & new hsp srving 
indus; if Board $20-$25,000: S. (i) Assn, Board 
Ob-gyn; group 10 Bd men; estab’d '38; excel facilities, 
new bidg open’d this yr; tch’g: Calif. 

ORTHOPEDICS: (d) Pref one w/academic interests qual 
head Ige dept; MW. (e) Hd dept, clinic & new hsp 
serv’g indus organ; If Board $20-$25,000. 

PATHOLOGY: (h) Dir depts several hsps; oppor $30- 
$35,000; MW. (i) Dir dept: new full time a. 
250-bd vol gen JCAH hsp; shid exceed $30,000; E. 

PEDIATRICS: (c) Head dept, 21 men, majority Dipts: 
own hsp: $20,000; oppor tch’g: resrch;: univ city MW. 
(d) Ass'n, Board ped forming ped orp; Calif. 

P&N: (w) Psy; clinical dir, Ige unit; about $15,000 
plus mtce; univ med sch city: MW. Neurologist qual 
hd dept, ige are & hsp; $14-$18,000; Calif. 

PUBLIC HEALTH: (u) Biostatician w/sev yrs PH or 
biology data; will be responsible for affairs of impor 
professional hsp commission, under supervision, serv’g 

Sps in 20 states; if MS, $12,000. _ 

RADIOLOGY: (c) Under 38, trn’d isotopes; assn /Bd 
rad; busy . & ofc pract; twn 40,000 rapidly ex- 
pnd’g; dry climate, resort area; SW. (d) Dir dept 

. 700 bd full apprvd gen vol hsp nr univ city; E. 

SURGERY: (y) Assn, orp predominantly surgical est 20 

yrs; tch’g: prtnrshp 2 yrs; univ town; W. (z) One 

able do chest & vascular surg; assn with very com- 
petent FACS doing principally abdominal traumatic, 

Gyn surg; early prtnr; community 35,000 near univer- 

sity med center; Pa. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
WAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 


We offer you our best endeavors—our integrity—our 61 
year record of effective pl t ach t 


STRICTLY CONFIDENTIAL 


or 
non-specific 


—and it tastes so good! 


PAREGORIC—PECTIN—KAOLIN 


A glance at the formula shows you why you may rely on 
PAREPECTOLIN for management of non-specific diarrhea: 


Paregoric (equivalent) 1.0 drachm | per fluidounce 
Pectin 2.5 gr. of stable, creamy 


Kaolin (purified) 85.0 gr. suspension 


Dosage: Adults, 1 to 2 tablespoonfuls, t.i.d. 
Children, 1 to 2 teaspoonfuls, t.i.d. 


Supplied: Bottles of 4 and 8 fluidounces. Sample on request. 


Federal registry number required, 


WILLIAM H. RORER, INC. : PHILADELPHIA 44, PA 


GENERAL PRACTICE OPPORTUNITY IN GROUP WANTED—PHYSICIANS FOR STATE MENTAI HOS 
practice—Well planned; modern office; busy general pital; training psychiatric preferred but bh exsential, 
practice group offers opening to young; well-motivated re-organized hospit some housing availa . 
general practitioner; practice in greater Seattle and nal cost; institution located i ort area; & me 
small adjoining community; rewarding salary one to portation adjacent Tulsa; beginning sala $| ' 
two years then opportunity for association. Write: of $12,000 depending upon experienc Box 4 ( 
age, family; training, interest by availability in the AMA 

c 
fret letter to: Box 4632 C, % WANTED—BOARD ELIGIBLE PEDIATRICIAN FOR (5 

URGENTLY NEEDED PHYSICIAN; AVELLA, man well established group; 2 man department; medical 
Southwestern Pennsylvania; housing and equipped school affiliation; associated; excellent 130 bed hospital; 
office available; estimated earnings $18,000 to $20,000 junior partnership after 2 years of good salary: group 
annually; residential community with fine school and ays travel expenses for applicants invited for personal 
churches; nearest physician in community nine miles; interview. Apply: Or. Charles Holzer, Holzer Hospital 
willing to cooperate on vacation time and days off; and Clinic, Gallipolis, Ohio c 
hospital privileges available in modern hospital. Con- 
tact: Reverend Louis Brown, Avella, Pennsylvania. C BOARD QUALIFIED ROENTGENOLOGIST —-W ANTED 

as assistant to augment the full tu Diagnostic Radiol 

ASSISTANT MEDICAL DIRECTOR — INSURANCE aor Department at Michael Reese Hospital; excellent 
company upper midwest; training in internal medicine opportunity for Roentgenologist seeking an interesting 
required; age under 40; fringe benefits and excellent position in @ major research and teaching inst n 
working conditions; work consists of underwriting; inter- Apply: Medical Director, Michael Rees« Hospitale+ 
preting x-rays and electrocardiograms, industrial med- Chicago 16, Illinois . 
icine, and some administration; starting salary based 
on qualifications; submit background information, pro- CHIEF RESIDENT PHYSICIAN IN INTERNAL MED- 
fessional and personal to: Box 4579 C, % AMA icine—To supervise house staff of 35 physicians; 684 bed 

e+ ‘ 

or female psychiatrist at large county mental hospital in was malatonanes and available Joty | 
southern university city and medical center; qualified ae . 

H i atri 1958. Apply Superintendent, Bergen Pines County Hos 
and congenial staff accustomed to psychiatric-team ap- ital, Paramus, New Jerse Cc 
proach; duties clinical; some teaching; salary open: y 
competitive; eligibility for licensure required. Box 4663 P , 

Se AMA. (Continued on page 48 
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istinctively differeni 


potency 5 times greater than chlorpromazine 
relatively high therapeutic index 

jaundice notably rare 

significant hypotension virtually absent 


skin photosensitivity not observed 


soding older concepts 


we. 
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THE ANXIOUS, 
TENSE 
OFFICE PATIENT 


THE 
AMBULATORY 


PSYCHOREUROTIC 
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increased flexibility in 


the full range tranquilizer therapy 


rilaton 


(pronounced Tnll’-ah-fon) perphenazine 


RELIEVES PSYCHOMOTOR AGITATION IN 


hospitalized schizophrenics 

agitated postalcoholic patients 

apprehensive postoperative cases 

tense patients with pruritus dueto skin disease 


mild and severe psychoneurotics 


TRILAFON Tablets: 2, 4 and 8 mg., bottles of 50 and 500; 16 mg. (for 
hospital use), bottle of 500. 


Refer to Schering literature for specific information regarding dosage, 
side effects, precautions and contraindications. 
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(Continued from page 45) 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ANATOMIC PATHOLOGIST: Assn. priv. lab; $1000 a 
mo. ist yr; then prtnarship; Tex. 

ANESTHESIOLOGIST: Excel. opptny. for yng. well- 
ned man to head dept. igr. clin. Pac. N. W.; active 

surg. serv. growing steadily; fee for serv. or any other 

finan. agreement satis. to both sides. 

ENT: well trained to work w/EENT orp of 6; Va; sal. 


open. 
GENERAL PRACTICE: (a) w/trng. in surg; well-est. & 
active assn. in southern Calif; sal. open. (b) assn. 
w/2 yrs, surg. trng; excel opptny to earn ige income 
immed; Fila. (c) w/ob-gyn; Mich. clin; to $12,000 
w/chance for advnemnt. 
INDUSTRIAL: well known MW disp. 
w/finest coulp: steady 40-hr week; sal. open. 
INTERNAL MEDICINE: med orp. in growing comm. of 
opptny. to net $15-$20,000 2nd yr. 
OBSTETRICS-GYNECOLOGY: 13 man diversified grp; 


Ky; $18,000 yr. 
OPHTHALMOLOGIST: (a) asst. Cert. man; Atlanta; our 
client says he h 
est. & rapidly growing pract. (b) 
of well-known ige. am est. 30 yrs. ago; head of . 
born in ’16 & Cert. in Eye; delightful western city 


of 50,000. 
ORTHOPEDIC SURGEON: (a) to join prtnrshp of {5 
special ig; beaut. historic MW 
(b) guar. $1500 a mo; Tex. Found. of 
6 ’d or elig phys; nearest competition is 45 miles 


away. 
PEDIATRICIAN: (a) assn. wine man specializing in 
surg; Hl. city of 20,000; $1 ist 6 mos. w/% there- 
after; full prtnrshp in 3rd yrs; (b) 8-man grp. nor. 
Mayo’s & U-Minn; $12,000 Ist yr.; future prtnrshp; 


can net $25 
PSYCHIATRIST: clin. dir.; nr. Chgo. ; to $19,000; opptny. 
for other outlets incid. priv. pract; inst. work, resrch; 


40 hr. week. 
RESIDENT PHYSICIAN: MW state prison w/pop of 
1100 adult males; sal. & home provided; well equip. 
hosp. avail; area offers recreational & cultural oppor- 
tunities; Phys. can develop excel. med. serv. & create 
good working relationship w/nearby Med. Schi. 
SURGEON: w/some genl. pract.; 2nd yr. should net 
$15,000; new clin. & hosp, facil. avail.; nr. Louisville. 
TUBERCULOSIS: supervise TB annex of southern chari 
hosp; requires active well qual. phys. ; $920; new bric 
rm. home completely furnished w/central htng. 
& 
UROLOGIST: assn. office & hosp. pract.; % basis leading 
to full geewte.; NY comm. increasing in activity & 
prosperity. 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


PSYCHIATRISTS WANTED — SALARY $7570-$12,685 
depending upon qualifications; 25°, additional if Board 
certified (not to exceed $13,760); approved 3 years psy- 
chiatric residency in conjunction with Northwestern Uni- 
versity; hourly commuting distance Chicago; citizenship 
required. Write: Manager, Veterans Administration Hos- 
pital, Downey, Llinois. Cc 


EXCELLENT OPENING FOR MD, IN WEST CENTRAL 
Wisconsin town of 1,100 people; fine trade territory; 
only one doctor now serving public in this area; and 
present MD, agreeable to capable man coming in to 
relieve; beautiful office quarters available September 1. 
Write: P. H. Swift, Box 157, Colfax, Wisconsin or 
phone Colfax 94-R-3. Cc 


PEDIATRICIAN WANTED—HEAD DEPARTMENT; IN 
eight man group; all diplomates, modern air conditioned 
building; ideal prosperous midwestern community; ex- 
cellent recreational facilities; full partnership in four 
ears. Write or call: Manager, Interstate Clinic*+, Red 
ing, Minnesota. c 


GENERAL PRACTITIONER—OPPORTUNITY TO ES- 
tablish excellent practice in attractive southern Minne- 
sota area needing MD; progressive community assures 
bright future for right man; can gross $20,000 first year. 
Contact: St. Clair Medical and Dental Building Cor- 
poration, St. Clair, Minnesota. Cc 


PSYCHIATRIST—ASSOCIATE IN OFFICE AND SANA- 
torilum practice; southwest; good opportunity for one 
experienced in private sanatorium work and hospital 
management; guarantee and percentage with partnership 
one year; personal and professional data in reply. Ad- 
dress: Box 4639 C, % AMA. 


INTERNIST AND GENERAL PRACTITIONERS 
Wanted—to work with psychiatric patients in 2400 bed 
hospital; suburb Chicago; salary ranges $7570-$12,685 
depending upon qualifications; citizenship required. 
Write: Manager, Veterans Administration Hospital, 
Downey, Llinois. c 


WANTED—THREE MEDICAL EYE MEN; EITHER 
Ophthalmologists or Eye-Ear, Nose and Throat men 
for a fast growing mid-western city; records of 
EENT man available for the first man to locate in 
the city at no charge. For additional information: 
Box 4638 C, % AMA. 


WANTED—GENERAL PRACTITIONER; 
sey; 20 minutes from New York City; maternity work; 
no surgery; targe busy office; offerin $13, start 
salary after that pay a ding to a HF excellent 
opportunity for future. Box 4629 C, %o AMA. 


BOARD OR BOARD ELIGIBLE OBSTETRICIANS- 
Gynecologists; private group; Staten Island, New 
York; attractive future; no investment; full or part 
time; permanent. Dr. Daniel Stats, 8 West 58th’ 
Street, New York 19, New York. Cc 


WANTED IMMEDIATELY—YOUNG PHYSICIAN IN- 

terested in medicine and obstetrics; also assist Board 
surgeon; new clinic; 100 bed hospital; fully apereved: 
ae) Kansas, income unlimited. Box 4637 C, 


NEW JER- 


TONICS AND SEDATIVES (Continued) 


A bargain is something you can’t use at 
a price you can’t resist. 
It’s easy to die with your boots on if 
they’re on the accelerator. 


“He’s not exactly polished, but he’s aw- 
fully slippery.” 


They say you can’t live on bread alone, 
but some fellows are trying on just the crust. 


quotes and anecdotes 


Mrs. Green had recently acquired a dog 
and was proudly demonstrating his good 
points to a friend. 

“I know he’s not exactly a pedigreed 
dog,” she said, “but no tramp or beggar can- 
come near the house without his letting us 
know.” 

“What does he do, bark the house 
down?” asked the friend. 

“No, he crawls under the sofa.” 


A census clerk, in skimming over a form 
to see if it was properly filled out, noticed 
the numbers 118 and 112 in the blanks 
labeled “Age of father if living” and “Age 
of mother if living.” 

“But your parents were never so old,” 
the clerk protested. 

“No, but they would have been if living.” 


A cynic was standing in front of an ex- 
hibition of local art that was labeled “Art 
Objects.” 

“Well,” he said to the attendant, “I should 
think Art would object and I can’t say that 
I blame him.” 


Conversation overheard on a bus: 

“I see by the paper that the concert we 
attended last night was a tremendous suc- 
cess.” 

“Yes, I had no idea we enjoyed it so 
much at the time.” 


D. 


J.A.M.A., Aug. 31, 199 


MEDICAL-SURGICAL GRADUATES 
California or Eligible; by LICENS) 


indica] 


full time for one or more years: institur . 
years ; 

experience and salary in first 

% AMA. Box 4635 


WANTED — INTERNIST; 430 BED GENERAL yp 


cal and surgical hospital; supervise 

fied physician; bachelor quarters Board 

Write: Director Professional Services VA He OD Statiog 

etteville, North Carolina. lospital, Py 
WANTED —+ ASSOCIATE IN GENER 

growing college town northwest URAL PRACTICY 

from New York; state background of training 0 m 

obligations, salary requirements ning, milir 


conditions; good opportunity. Box 


% AM. 
RESIDENT PHYSICIAN—117 BED 
pital; $300 per month plus maintenans Hog 
AMA aqoroved school; genera! ve 
957. Apply: Administrator, ital. 
wood, New Jersey. or, The Valley Hospital, Ridge 
+ 


WANTED—GENERAL PRACTITIONE 
in the Beneral practice of medicine; 
in 8,3 bed privately owned hospital; salary $lone 
onth; golden o unit i 
Ce AMA. ppo y for the right 
WANTED—PHYSICIANS WITH 
perience for large state psychiatric mie 
cense required. e: Superi 
pital, Massillon. Ohio. Perintendent, State Ha 


GENERAL PRACTICE—WASHINGTON: 

imum 2 years training in surgery; 
ote Helen Buchan Continen 
Medical Bureau, Agency, 510 W. Str eo 
geles 14. Oth ‘Street, Los 


ANESTHESIOLOGIST—DIPLOMATE OR 
join established group; approved teaching ee 
untary hospitale+; Long Island, New York: fe 
—— eee give details in first letter. Box 4410 ( 

AMA. 


PATHOLOGIST 


General Hospital, Si. John's, Newfoundland, Conoda 
Applications are invited for the post of Pathologist 
to the above hospital. Successful applicant will also 
be appointed as Assistant Director Public Health 
Laboratories. Major experience in Surgical Pathol- 
ogy and Morbid Anatomy essential. Experience in 
Biochemistry, Hematology and Bacteriology is de- 
sirable. 

The Department undertakes the Surgical and Av- 
topsy Pathology for all hospitals in Newfoundland 
Last year over 6,000 surgical specimens examined 
and 250 autopsies were performed. 

The Pathology Department of the hospital is ap- 
proved by the Royal College of Physicians and Sur- 
geons of Canada for Post-Graduate training. There 
are three Resident Interns and a Junior Assistont 
Pathologist attached to the Department. 

Salary $10,000 per annum. Annual vacation of 
twenty-four working days based on five-day week. 
Post is pensionable. Transportation to St. John's 
will be paid. 

Application in writing, with copies of three recent 
testimonials, should be forwarded as soon as pos- 
sible to: E. Wilson, M.D., Superintendent, Genero! 
Hospital, St. John’s, Newfoundland, Canade. 


(Continued on page 52) 


-...“Please keep talking about your lumbago symptoms, Mrs. Landrum .. . 
the dishes are nearly finished!” 
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for the 
Somatic 


AND 


the Psychic Phase of 


In addition to its gentle antihyper- 
tensive action, Rauwiloid provides 
psychic tranquility and overcomes 
tachycardia. Thus Rauwiloid partici- - 
pates in both the somatic and psychic 
phases of therapy for hypertension. 


Treatment in all types of hyperten- 
sion may begin with Rauwiloid. 80% 
of mild labile hypertensives require 
no additional therapy. 

Dosage is definite and easy: two 
2 mg. tablets at bedtime. 


Its 49 
"ENS 
The Original 
ST 
i | | 
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for full-range therapy faghe 


PARKE, DAVIS & COMPANY: DETROIT 82, MICHIGAN 


DILANTIN® Sodium is supplied in a variety of forms—including 
Kapseals® of 0.03 Gm. and 0.1 Gm. in bottles of 100 and 1,000. 
CELONTIN® (methsuximide) Kapseals, 0.3 Gm., bottles of 100. 
MILONTIN® (phensuximide) Kapseals, 0.5 Gm., bottles of 100 and 1,000. 
MILONTIN Suspension, 250 mg. per 4-cc. tsp., 16-ounce bottles. 
PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 

30 mg., desoxyephedrine hydrochloride 2.5 mg.) bottles of 100. 


MILONTIN 


SUSPENSION 


METHSUXIMIDE* 
0.3 GRAM 


Caution—Federai jaw 
prohibits dispensing 
one 229 prohibits dispensing 
See back label 
Stock 15-525-4 u11338- 


Stock 15-393-4 
| PARKE. DAVIS & CO 


_PARKE, DAVIS £0 


OETRONT, MICH. USA 


‘ 
/ 
@ 
a 
BAN 
CELONTIN a probibies dispensing | KAPSEALS® | 
| read medical inerarure, avad- | (1/2 ge) | 
“ (146 ge) 100 my | 


me of anticonvulsants 
dhe convulsive disorders 


DILANTIN 


phenylhydantoin sodium, Parke-Davis) O dium 


a recognized mainstay for grand mal 
and psychomotor seizures 


Alone or in combination with phenobarbital, 

DILANTIN effectively suppresses 

or greatly reduces frequency and severity of epileptic attacks 
with the advantage of little 

or no hypnotic activity. 


SODIUM 
| 0.1 GRAM 


See back label. 
US539A 


Stock 15-362-4 


| 
(100 No. 362)) 
SODIUM 
DIPHENYLHYDANTOIN 
PARKE, DAVIS & CO. 
ee, 
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INTERNIST—SOLO OR ASSOCIATION WITH GEN- 
eral practitioner in new completely equipped clinic; no 
Board Internist for 70,000 people. For details: Harry E. 
Fightlin, MD, 318 Maryland Parkway, Las Vegas, ae. 
vada. 


PHYSICIAN—UNDER 45; FULL TIME BEGINNING 
September; midwestern college student health service. 
6500 students; pleasant working conditions; salary open. 
Box 4648 C, % AMA. 


EXCELLENT OPPORTUNITY FOR YOUNG PHYSI- 
cian in fastest growing Chicago suburb; have new air 
conditioned office space available and will extend finan- 
cial aid in establishing office. Box 4645 C, % AMA. 


OPHTHALMOLOGIST WANTED — BOARD ELIGIBLE 
or certifled; qualified in all surgery; attractive salary 
leading to partnership; western Pennsylvania. Box 4646 
C, % AMA. 


ORTHOPEDIST—CALIFORNIA; ONE OF THE BEST 
associations; best hospitals; partnership group of three. 
Pacific Coast Medical Bureau, Agency, 1404 Central 


Tower Building, San Francisco 3. 


PEDIATRICIAN—COASTAL CALIFORNIA; SMALLER 
group urgently needs someone this specialty. Helen 
Buchan, Continental Medical Bureau, Agency, 510 W. 
6th Street, Los Angeles 14. c 


WANTED—PHYSICIAN AS ADMITTING OFFICER; 
preferably middle aged; 40 hour week; 30 days an 
nual vacation; excellent retirement program. Manager, 
VA Hospital, Miles City, Montana. Cc 


WANTED—GENERAL PRACTITIONER FOR INDUS- 
trial medical department of well established southern 
clinic. Contact: Dr. J. Chadwick Minge, 630 Gravier 
Street, New Orleans, Louisiana. 


TWO ASSISTANTS NEEDED IN DEPARTMENT OF 
Radiology, Maimonides Hospital, Brooklyn, New York; 
one to start at $10,000 and one at $12,000 yearly and 
$1,000 yearly increment plus fringe benefits. Cc 


ANESTHESIOLOGIST — ESTABLISHED GROUP OF 
Anesthesiologists in private practice require the serv- 
ices of a Board of Board Eligible Anesthesiologist; 
Northeast. Box 4636 C, % AMA. 


WANTED — YOUNG PHYSICIANS; INDUSTRIAL 
pharmaceutical and chemical companies and hospitals; 
psychiatrists, anesthesiologists. Medical Personnel 
Agency, 7 East 42nd St., New York, New York. Cc 


ANESTHESIOLOGIST—WANTED TO JOIN AN ESTAB- 
lished group in large city; excellent financial arrange- 
ments with paid vacations; furnish complete details in 
letter to: Box 4336 C, % AMA. 


FLURO-ETHYL 


(FLUORINATED HYDROCARBON) 


FLUR' L is ‘a solution of 
Ethyl - Chloride and Dichlorotet- 
rafluoroethane which has been de- 
monstrated to be useful as a topical 
refrigerant for use in plastic surgi- 
cal skin planing and as an agent 
to produce local anesthesia for 
minor surgical procedures. It con- 
tains 75% dichlorotetrafluoroethane 
and 25% Ethyl-Chloride, and when 
applied topically to the skin, pro- 
duces rapid refrigeration and anes- 
‘thesia to the desired depths of 
™ the skin. 


CLINICAL USES: 


Plastic Surgical Skin Planing: In 
the refrigeration dermabrasion 
technique GEBAUER’S FLURO- 
ETHYL, is a refrigerant of choice 
because it eliminates the necessity 
-of a blower. The mixture is non- 
flammable and it produces rapid 

, anesthesia and refrigeration to the 
required depths of the skin. In 
addition, the mixture does not give 
the patient a feeling of suffocation 
if inhaled. The area to be refriget- 
ated can easily be controlled to the 
desired limits. 


MANUFACTURED BY 


THE GEBAUER CHEMICAL CO. 


CLEVELAND 4, OHIO 


54 


EW non- flammable 


3 


‘ 


Although this preparation is speci- 
ally designed for plastic surgical 
skin planing, it can also be used as 
a local anesthetic for minor pro- 
cedures such as incision of fur- 
nuncles, electrocautery to small 
cutaneous tags, flat warts, and nevi, 
or the alleviation of needle pain 
during hypodermic injection. © 


HOW IT’S USED 


When using GEBAUER’S FLURO- 
ETHYL, holding same in an in- 
verted position, the solution is then 
delivered onto the skin in the form 
of a fine, mist-like spray, produc- 
ing a degree of anesthesia by refrig- 
eration adequate for skin planing 
without the use of an air blower. 
To obtain best results place con- 
tainer in cooler before using. 


J.A.M.A., Aug. 31, 1957 


ASSOCIATE ANESTHESIOLOGIST — WANT 
private practice at Queens, New York: good 
please furnish past experience; New York stat 


cense required. Box 4626 C, % AMA. 

WANTED — ANESTHESIOLOGIST TO JOIN 
mate and associate in one hospital; early p 
south. Box 4640 C, % AMA. 


DIPL 
Dartnery: 


PSYCHIATRIST—MENTAL HOSPITAL IN y 
Chief of Service, $10,992 to $12,582; four years .+ 
chiatric experience, at least two years of whie, 
have been in a mental hospital, state licenses 
ity therefore, a graduate of medical seho. 
the American Medical Association; yaca: 
leave with pay, retirement benefits, housing availa} 
Junior physicians for residency progra 1, $8,400 
$9,168; state license or eligibility therefore: gradus: 
medical school approved by the American Medicale’ 
ciation; vacation and sick leave with pay: reti ~ 
benefits; housing available. Box 4549 C, Ay 7 


WANTED — GENERAL PHYSICIANS: UNDER 35 
years of age; full time hospital practice; Opportunit ~ 
develop special interest; consultation with Speci 
available in professional care prorgam of {9 Minll 
Memorial Hospitals; full time positions with starti,, 
compensation at the rate of $12,000 per year: progress ‘ 
pay scale; U. S. citizenship and eligibility for 
sure in Kentucky, Virginia or West Virginia require 
moria osp ssociation, 
Washington 5, D. C. 


POSITIONS AVAILABLE—1005 BED G.M.&S. 
ans Administration Hospital+ affiliated with Alpar 
Medical College; applications invited for Radioloyie 
Neurologist, Internist; General Practitioners: Pos 
Certification not necessary; U. S. citizenship and ico 
sure in any state of union necessary; salaries $894 rr 
$12,760 depending on qualifications and board certif 
tion; bachelor quarters available for reasonable remy . 
neration. Address inquiries to: Director, Professions 
Services, V. A. Hospital, Albany, New York. 


TRGIN] 


nse Or elig 


ion and 


ASSISTANT THORACIC SURGEON — FOR GLEY) 
Dale Hospital, the tuberculosis hospital for the Distr 
of Columbia; experience in thoracie surgery necessa 
candidate shall have supervisory responsibilities of 4 
sistant Chief, Dept. of Surgery; salary $10,065: s 
leave, annual leave and retirement benefits; must | 
eligible for licensure in the Dist. of Columbia. Addres 
inquiries to: Medical Director, Glenn Dale Hospita 
Glenn Dale, Maryland. ( 


VACANCIES—SENIOR PHYSICIANS WITH MINIMUM 
of 3 years psychiatric experience; excellent opportunities 
for advancement; salary range $7,320-$10,200 depending § 
upon applicant’s training and experience; annua! inen 
ments; nominal deduction for complete family maint 
nance; fully approved large eastern mental hospital wit! 
3 year accredited residence training progress; must bx 
- for licensure in Connecticut. Box 4489 C, % 


PUBLIC HEALTH PHYSICIANS — THE WEST Vir. 
ginia State Devartment of Health is recruiting for tw 
medical vacancies; Deputy State Director—annual sa 
ary $12,000; Director, Division of Maternal and Chi 
Health—annual salary must be licensed 


Charleston 5, West Virginia. ( 


WANTED—ONE GENERALIST; ONE BOARD QUALI 
fled internist; one qualified surgeon; interesting profes 
sional opportunity in 176 bed general medical and su 
gical hospital; for physicians desiring to ameliorat 
physical demands of private practice or complete requir 
ments for board certification; citizenship required; sa! 
ary to $13,760 on qualifications. Apply: Manager, Vet 
erans Administration Hospital, Marion, Llinois. ( 


BOARD CERTIFIED OR BOARD ELIGIBLE STAFF 
physician in general surgery — for new, completely 
equipped 250 bed general hospital in West Texas, pleas 
ant climate all year round, excellent retirement plan 
life insurance, annual leave; sick leave and other bene 
fits; salary $8990 to $13,760, depending on quali! 
cations. Apply: Personnel Officer, Veterans Administra 
tion Hospital, Big Spring, Texas. ( 


VACANCIES FOR SEVERAL FULL-TIME PSYCHIA 
trists at Veterans Administration Hospital, Lebanon 
Pennsylvania; located twenty-eight miles east of Harris 
burg; will consider physicians without psychiatric train 
ing if interested in psychiatry; opportunity available 
for career-residency training in psychiatry. Write: Man 
ager, Veterans Administration Hospital, Lebanon, Penn 
sylvania. Cc 


OTOLARYNGOLOGIST — IN CALIFORNIA WIT! 
fourteen man medical group; all specialists ; near Sacra 
mento; 85 miles from San Francisco; close to many ou! 
door sporting activities; certified or eligible; married 
military service completed; salary basis first year; opy 

tunity for early full partnership. Send complete details 
to: John F. Hollister, MD, Woodland Clinic Medica 
Group, Woodland, California. ‘ 


WANTED—CHIEF PATHOLOGIST; 254 BED GENER- 
al medical and surgical hospital; active laboratory 
high autopsy rate and wide variety clinical and path 
ology material; excellent opportunity to teach in surs- 
ical and medical preceptor training program; hospita! 
located at home of University of Arkansas, in the 
Ozarks. Contact: Personnel Officer, VA Hospital, Fay- 
etteville, Arkansas. c 


POSITIONS STAFF PHYSICIANS—AVAILABLE IM 
mediately; Chief, Laboratory Service (Pathologist); 
general practitioner or internist; 570 bed general bos 
pital; VA Center, metropolitan Virginia area; Boaré 
certification of pathologist desirable; citizenship and 
any state licensure required; salary, commensurate with 
qualifications. Inquire: Manager, V. A. Center, Hamp- 
ton (Kecoughtan), Virginia. C 


CALIFORNIA STATE ASSIGNMENTS FOR PHYS!- 
cians and psychiatrists—Three salary groups: $!!,400- 
$12,600; $12,000-$13,200; $13,200-$14,400; streamlines 
employment procedures, interview only; U. S. citizen 
ship and possession of, or eligibility for California |i- 
cense required. Write: Medical Recruitment Unit. Box 
F, State Personnel Board 80! Capitol Avenue, oe 


mento, California. 
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yw WELL-QU ALIFIED IN GENERAL MED- 
cl for ' ganization with overseas interests, U. 8. 
i, graduste of class A medical school; start- 
on $10,000 plus allowances; initial 3 years con 
uent permanent affiliation dependent on 
ons; request reply provide summary personal 
sional background to include military experi- 
"pox 2 Cc, % A 


cTIVITIES OF BIOLOGICAL CONTROL 


ee large midwest ethical pharmaceutical 
degree required; in addition prefer 
squivalent n biological science, should 


nb. 4o years of age; excellent opportunity for ad- | 


moment in administrative responsibilities; our em- 
wemetnow of this opening. Please send complete 
to Box 4561 C, %e AMA. 

{CIAN MALE; UNDER FIFTY; GENERAL 
ve experience preferred; class A graduate, full 
University Health Service; some hy- 


position, 
}-~ starting salary, $10,000 per year. Send 


teaching ; ‘ 
qualifications and resume to Dr. Glen W. 


mun, Director, Health Service, University of Ili- 
wT South Wright Street, Champaign, Illinois. C 


TIME INTERNIST FOR CLINICAL ASSIGN- 
~, « 480 bed, active medical teaching service; sal- 
- and hw. mic appointment to medical school faculty 

mined by experience; excellent opportunities for 
investigation and radioisotope research; citi- 
stip required. Address: G. W. Bissell, MD, Chief, 
yaiical Service, V. A. Hospital, Buffalo, New York. 


gRgAL PRACTITIONER WITH INTERESTS IN 
ry—for new completely equipped 250 bed general 
. pital in West Texas; pleasant working conditions; 
mild, pleasant climate ; excellent retirement plan, 
insurance, annual leave; sick leave and other bene- 

. salary up to $11,610. Apply: Personnel Officer, Vet- 
“ns Administration Hospital, Big Spring, Texas Cc 


\0LOGIST WANTED—900 BED GMS HOSPITAL 
giisted with medical school; liberal vacation; sick 


- retirement: and insurance plan; apartment on | 


pital grounds; beginning salary $9000 to $11,610 per 
im depending on training and experience ; with 25% 

hoard ( Apply to: Manager, VA C enter, 

wtinsburg, West Virginia. Cc 


JFORNIA — STAFF PHYSICIAN FOR PULMO- 
y disease service of 1600 bed teaching hospital* + af- 
ved with the three medical schools in Los Angeles; 
client research facilities; pulmonary function labo- 
ory; Salary commensurate with qualifications. Write: 
sreetee, Professional Services, Veterans Administra- 
n Hospital, Long Beach 4, California. Cc 


sNTED — GENERALIST, YOUNG, TO ASSOCIATE 
th clinic of three members American Academy of 
yneral Practice in northern Minnesota; pleasant ex- 
sading community of 30,000; fully accredited 120 bed 
pital; full associate after one year, no down pay- 
ot, financial arrangements open. Box 4522 C, 
\MA. 


SISTANT MEDICAL DIRECTOR — FOR 100 BED 
uty tuberculosis hospital with medical; surgical; out 
etient and investigative programs; furnished duplex 
partment in addition to salary; appointee must acquire 
Minnesota license promptly. ‘Address: E. V. Bridge, 
MD, Superintendent, Mineral Springs Sanatorium, 
annon Falls, Minnesota. c 


SYCHIATRISTS—INTERESTED IN PARTICIPATING 
n active treatment program; state hospital with new 
wdical-surgical unit; within 30 miles of medical center 
Dallac); Texas license required; salaries $10,000 to 
$12,500 with additional $1,000 for Board Certification. 
Apply: Superintendent, Terrell State Hospital, ss 
Teas, 


LARGE MIDDLE WESTERN PHARMACEUTICAL 
Manufacturer has position for well trained internist or 
vediatrician; creative medical writing and direct partici- 
sation in clinical research; give full information, bch 
fessional and personal; all replies confidential. Box 4376 

C, % AMA. 


‘kW MEXICO—PHYSICIANS WANTED; GROWING 
wdical center seeking specialists for solo practices; 
vill assist financially; also associate general practice 
with established OBs-GYN. man; salary start; 5000 
feet elevation; ideal warm, sunny climate; Ray Bitter- 
lich, MD, 142 Truman NE. Albuquerque, New Mexico. C 


— UNIVERSITY TRAINED; BOARD 

fied to develop and head division in ‘large well 
a midwestern clinic; consisting only of Board Cer- 
tiled members; commencing salary $15,000; annual in- 
crements; bonuses; life insurance program. Apply: Box 
4607 C, % AMA, 


WANTED — FULL TIME STAFF PHYSICIAN FOR 


modern 500 bed chronic disease hospital+; salary range 
$5,000-$6,000 per year plus family maintenance ; must be 
licensed or Eligible for such in New York State. Apply: 
eee St. Barnabas Hospital, New York 57, 
ew or. 


FAMILY PHYSICIANS — IMMEDIATE OPENINGS 


with Medical group, southwestern Pennsylvania; excel- 
lent educational opportunities; paid annual vacation 
and study period; net starting income $12,000 to $15,- 
WO depen: on training and experience. Write: Box 
4574 C, % AMA. 


PHYSICIAN WANTED—PHYSICIAN WITH ADMINIS- 


trative ability to direct staff in reviewing and editing 

research literature; broad medical experience desirable; 

Salary range $10,065 to $11,395; insurance and retire- 

= benefits; state detailed experience. Box 4601 C, % 
A, 


URGENTLY NEEDED — INDEPENDENT GENERAL 


bractitioner in busy established practice; lucrative in- 
come; county seat; new hospital; office location; clien- 
tele of over thirty years; physician desiring to retire; 
wonderful opportunity for the right man; no investment 
Tequired. Box 4486 C, % AMA. 


OPPORTUNITY - FOR—INTERNIST; YOUNG; QUALI- 


fied or certified; to associate with group in expanding 
area; northern mid-western states; unique organization; 
hew fully accredited open staff; 120 bed hospital. Box 
4426 C, % AMA. 


-‘ANTEPAR’ SYRUP 
‘ANTEPAR’ TABLETS 
‘ANTEPAR’ WAFERS- 


GENERAL PRACTITIONER — WITH TWO YEARS PEDIATHINAN — Enivenstty TRAINED; BOARD 
post-graduate Generalist training to assist in covering ertified for active Department in large well known mid- ro 
active emergency service to large well known midwest- tt clinic; commencing salary $15,000; pilus annual 3 
ern clinic; commencing salary $12,000 yearly. Director, increments: bonuses and life insurance program. Apply: ‘ 
The Lynn Clinic, Detroit, Michigan. Cc Box 4606 C, % A 

ORTHOPEDIC SURGEON — BOARD OR ELIGIBLE; WANTED—SURGEON ; BOARD OR BOARD ELIGIINLE: 
for position of Chief of Section; active 450 bed medi- 100 bed hospital; closed staff; approved Joint Commis 
cal and surgical hospital; salary $8990 to $13,760 de- sion; only hospital in this county in southwest Virginia &. 
pending on qualifications. Contact: Manager, VA Center, salary bonus earnings; excellent oppertunity for man a 
Shreveport, Louisiana. Cc who wishes to do general surgery. Box 4009 C, © AMA 

GENERAL PRACTITIONER—LOS ANGELES AREA; OBSTETRICIAN-GYNECOLOGIST WANTED — TWO 
three man group; excellent working conditions; basic Board OB men need third man in department: Board 
salary $12,000 annually, percentage when qualified; qualified or eligible; new building ; i ideal working condi- 

Cali orale license required. P. O. Box 2132, Inglewood tions; good futute: Indiana clinic. Box 4617 C, % 
California. AMA, 

WANTED — GENERAL PRACTITIONER; SALARY DIRECTOR OF TRAINING AND RESRAROCH: 4,500 ai 
$15,000 yearly, other benefits, partnership after 3 years; bed mental hospital; must be Certified in psychiatry; ; 
must be willing worker; must have Minnesota license; $15,000 starting salary. Apply: Dr. Jull C, Nielsen, 
one ere completed military obligation. Box 4530 C, Superintendent, Box 271, Petersburg, Virginia. ‘ 

8 

CALIFORNIA MEDICAL BUREAU AGENCIES—FOR | man whe wishes rotation 
for pl and and medical calls and weekends. Heien Buchan, Continental Medical 
and git, Bureau, Agency, 5i0 W. 6th Street, Los Angeles 14. 

c GENERAL PRACTITIONER WANTED SMALL 

A SICIANS OR PSYCHIATRISTS FOR southern Catifornia town; teaving for residency by Ge 

1,400 bed state mental hospital; salary range up to tober; practice grossing $45,000; excellent hospital + 


$13,200 pias family maintenance for proper qualifica- cilities; purchase or lease plan. Box 4622 (, % AM 


tions. Writ W. B. Brown, MD., Sapetatenaem, 


Mental Health Institute, Mt. Pleasant, Iowa, (Continued on next page) 
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protection from asthma for hours—with one convenient tablet 


Nephenalin 


Nephenalin® Nephenalin® 
(for adults) Each tablet contains: PEDIATRIC 
Aludrine 
10 mg. (Isoproterenol HCI; in coating) 5 mg. 
130 mg. (2 gr.) Theophylline 100 mg. (11% gr.) 
24 mg. (3% gr.) Ephedrine sulfate 12 mg. ( 3% gr.) 
8 mg. (1% gr.) Phenobarbital 8 mg. ( \ gr.) 


Dose: Keep under tongue 5 minutes for rapid asthma relief; then swallow. 
Not more than 1 tablet in 4 hours, or 5 tablets per day. Bottles of 20 and 100 


Shel. Leeming Gene New York 17, N.Y. 


(Continued from preceding page) 


PEDIATRICIAN WANTED—ESTABLISHED 16 MAN 
roup in Indiana needs second man in department; 

ard qualified or eligible; excellent salary and future 
practicing with well trained men. Box 4616 C, % AMA. 


OTOLARYNGOLOGIST AND OPHTHALMOLOGIST 
wanted—Board Eligible; as associates in private prac- 
open. 704 Tatar, Pasadena, Texas, 


WANTED—PATHOLOGIST; CERTIFIED OR QUALI- 

fied ; busy 354 bed GM&S Veterans Administration Hos- 
pital, Lake City, Florida; salary range $8990 to $12,- 
685 plus 25% for certification; Florida license not re- 
quired. Write: Manager above address. Cc 


WANTED—FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license in Virginia, West Virginia 
a and under age of fifty-six. Box 4615 C, % 


INTERNIST--BOARD OR ELIGIBLE; CITIZENSHIP 
required; active 450 bed medical and surgical hospital; 
salary $8990 to $13,760, depending on qualifications. 
Contact: Manager, VA Center, Shreveport, Louisiana. C 


WANTED—RESIDENT SURGEON, JANUARY IST: 180 
bed hospital; mid-Appalachian State; give all school- 
ing, training and personal details first letter; $500 
monthly. Box 4569 C, % AMA. 


RADIOLOGIST—CERTIFIED OR ELIGIBLE; ASSOCI- 
ate in private practice, hospital and clinics in Milwau- 
kee; excellent salary first year with partnership po- 
tential. Box 4580 C, % AMA. 


NEUROLOGIST—BOARD ELIGIBLE OR CERTIFIED— 
Wanted by large group clinic in metropolitan medical 
nt South, For further details write to: Box 4048 C, 


PSYCHIATRIST—BOARD ELIGIBLE OR CERTIFIED 
wanted by large group clinic in metropolitan medical 
net soe ; for further details write to Box 4267 C, 


GENERAL PRACTITIONER WANTED—IMMEDIATE 
opening; association with young general practitioner; 
Starting salary $12,000 yearly: partnership later; loca- 
tion, Chicago suburb. Box 4469 C, % AMA. 


WANTED—OTOLARYNGOLOGIST; BOARD ELIGIBLE 

as associate; suburban Philadelphia; salary leading to 

rtnership; personal and professional data requested 
first letter. Box 4525 C. % AMA. 


INTERNIST AND OPHTHALMOLOGIST — UNDER 
thirty flive; Board certified or Board eligible with es- 
tablished eight man group in Florida. Write: Box 4533 
C, % AMA. 


WANTED — ORTHOPAEDIC 


SURGEON TO WORK 
with Board man; 


must have orthopaedic Boards or 


Board eligible; located north central Illinois; excel- 
Box 4546 C, % AMA, 


lent opportunity. 


J.A.M.A., Lug. 31. ly 


FULL PARTNER WANTED—FOR fF: 
established ten years, to do gene; 
general practice; fully equipped «+ 
rural community, New York state. }; 


WANTED—YOUNG GENERAL PRA 
associate in well equipped clinic: ¢ ellent haw 
Springfield; $12,000 first year, ‘ful. 
years. Auburn Clinic, Auburn, Dino) ership 


3. 


UR MAN 
Surgery 


local 
45410, 


INTERNS AND RESIDENTS WANTED 
The * signifies a hospital approved for internshs 


and the + approved for residencics in specini 
by the Council on Medical Education and rie 
of the A.M.A. Consult Council’s approved 


for types of internships and residencies appr: 


PSYCHIATRY — THREE YEAR APPROVED p 
dencies, well-balanced assignments, inciuding in. he 
out-patient department, child, forensic ang she 
matic experience; psychoanalytically and somatica, 
ented therapies; suburban Chicago, convenient ty 2 
psychiatric training facilities, including instites 
psychoanalysis; resident under supervisions of attend 
faculties of medical schools in Chicago: 
citizenship required. Address: Louis Jensen, MD, Ch 
Psychiatry Service, Veterans Administration Hospital. 
Hines, Hlinois. 


APPROVED PSYCHIATRIC RESIDENCY — 599 pod 
hospital+ in Chicago medical center; Deans Comp. 
supervised didactic-clinical program on 95 bed Ds) 
try and neurology service; affiliated with Univers 
Illinois, Loyola University ; Chicago Medica] Sebo 
stitute Juvenile Research, County Psychopathic fips 
and large outpatient clinic. Write: Manager, Vote: 
Administration West Side Hospital, 820 South p, 
Avenue, Chicago, Illinois. 


THREE YEAR APPROVED PSYCHIATRIC REsipgy 
cies; university teaching hospital* +; integrated trai; 
program; supervised psychotherapy seminars: 
research opportunities; psychoanalytic; psychosomatic: 
social science approaches; opportunity for advanced ox. 

perience in child psychiatry; psychoanalysis: stipengg 

$3350, $4000, $4650, $5825, $6000. Contact: Dr. Georg 

C. Ham, Psychiatric Training and Research Conte 

North Carolina Memorial Hospital*+, Chapel 4 

North Carolina. 


TWO YEAR APPROVED PEDIATRIC RESIDEY(Y 
northern California; organized teaching progray 
eight full time Board pediatricians; appointments , 
able immediately and throughout year; Califo 
censure eligibility required; salary $315-$390. Con 
Alexander King, MD, Chief, Pediatrics Depary 
Kaiser Foundation Hospital, Oakland 11, Califor 


D 


APPROVED RESIDENCIES IN MEDICINE, PATH 
ological Anatomy, Psychiatry, Neurology and Puimo. 
nary Diseases—Available January | and July |, (959 
exceptional educational opportunity; 684 bed county 
hospital*+ near New York City: ~ applicants 
who have completed one year approved internship in 
U. S. will be considered; stipend $200 — plus 
complete maintenance. Apply: Superintendent, Berges 
Pines County Hospital, Paramus, New Jersey. D 


SENTOR RESIDENT IN PATHOLOGY—WITH TWO 08 
three years previous training; 825 bed hospital with a 
proved active 4 years training program in Patholocx 
Anatomy and Clinical Pathology: salary $400-$450 per 
month, including full maintenance; applicant must 
United States citizen, have, or be eligible for Califomia 
license. Write: Pathologist, Sacramento County How 
tala+, Sacramento 17, California. D 


SURGICAL RESIDENCY—AVAILABLE IMMEDIATE. 
ly and July |, 1958 684 bed county hospital*+ near 
New York City; exceptional educational opportunity 
only applicants who have completed one year approved 
internship in U. S. will be considered; stipend $200 
monthly plus complete maintenance. Apply: Superin- 
— Bergen Pines County Hospital, Paramus, ~“ 
ersey. 


RESIDENCIES IN PSYCHIATRY AT THE UNIVER 
sity of Chicago,%+ Medical School available January | 
and July 1; dynamically oriented program with emphasis 
on outpatient treatment and individual superivision: « 

gibility for Illinois licensure required. For information 
write: C. K. Aldrich, MD, 950 E. 59th Street, Chica 

37, Illinois. D 


APPROVED ROTATING INTERNSHIPS—ONE YEAR 

internship sanmtey 1 and July 1, 1958; 684 bed county 
hospital*+ near New York City; exceptional educational 
opportunity; only applicants of approved medical schools 
will be considered; stipend $190 monthly plus complete 
maintenance. Apply: Bergen Pines County Hospital. 
Paramus, New Jersey. 


INTERNSHIPS—AMA AND ACS APPROVED ROTAT- 
ing services; 175 bed general hospital* ; excellent educa- 
tional programs, seminars, clinics and conferences; all 
services; teaching staff; wonderful opportunity; salar 
$100 month; full maintenance. Walther Memorial Ho: 
pital, Chicago 51, Mlinois. D 


PATHOLOGY RESIDENCY — AVAILABLE IMMED!- 
ately at first or second year level; Board approved; unl 
versity medical center; combined with teaching appoin 
ment at affiliated medical school. Contact: G. J. 
ardi, MD, Tufts-New England Medica] Center*+, | 
Harrison Avenue, Boston 11, Massachusetts. D 


WANTED—PATHOLOGY RESIDENT; THREE YEAR 
approval; pathologic anatomy; three hundred _fifty, plus 
maintenance; New Jersey or eligible. Write: D: Fai n 
E. Ziegler, Pathologist, West Jersey Hospitalx+, (a0 
den 4, New Jersey. D 


PATHOLOGY RESIDENCY — PATHOLOGICAL AND 
clinical program approved by American Board of Pa 
thology; very active surgical service; stipend $25) pet 
month, plus maintenance. Apply: Memoria] Hospital. 
Charleston, West Virginia. D 


ANESTHESIOLOGY RESIDENCY — ONE POSITIOS 
open now; another available January 1, 1958 for tw? 
year fully approved program in 500 bed Charity He> 
Dital; $260 monthly. Write: Medical Director, 


Clara County Hospitalx+, San Jose, California. ) 
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For anxiety, tension 
and muscle spasm 
in everyday practice. 


® well suited for prolonged 
therapy 


= well tolerated, relatively 


nontoxic 
ESIDEy 
leeture no blood dyscrasias, 
ro liver toxicity, Parkinson-like 
Georg 


stuffiness 


BOTH MIND AND MUSCLE 


county 
Dlicants 


“8 WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


VO OR 
ith ar 


Miltown 


tranquilizer with muscle-relaxant action 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


WALLACE LABORATORIES, New Brunswick, N. J 
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Relaxes without 
physical 


“Since it [meprobamate— 
‘Miltown’] does not cloud 
consciousness or lessen 
intellectual capacity, it 
can be used...even by those 
busily occupied rin wntel- 
lectual work.”’ 


Keyes, B. L.: Pennsylvania M. J. 60: 177, Feb. 1957. 


2-methyl-2-m-propyl-1,3-propanedio!l dicarbamate—U.S. Patent 2,724,720 


TRANQUILIZER WITH MUSCLE-RELAXANT ACTION 
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; APPROVED RESIDENCY FOR CLINI- 
watholoey; over 200,000 clinical pathologic exam 

ee ary $175 per month plus room and board; 
db pital Write to: Director of Laboratories, 
Chroaic Disease Hospital, Brooklyn, New York 


-RESIDENCY AT THIRD OR FOURTH 
available immediately; salary open in line 
: $6000 minimum; residency approved for 
. training. Apply: Dr. A. J. Rawson, Norfolk 
H spital* +, Norfolk, Virginia. D 


piaTRIC RESIDENTS -100 BED PEDIATRIC HOs- 
DN al w born bassinets; affiliated with medi- 
three years approved training pro- 
am; ful maintenance; uniforms and liberal stipend. 
4658 D, % AMA. 


sps[|DENT—FOR 64 BED HOSPITAL; APPROVED; 
a event ually have 162 beds; cover rounds and emer- 

og: qnust attain Connecticut license. Park City 
Bridgeport, Connecticut. Dd 
DIATRIC RESIDENCY —_1, 2, OR 3 YEARS AP- 
‘crowed Jefrerson Hospital* +, Pediatric Department, 1025 
Street, Philadelphia 7, Pennsylvania. D 


\THOLOG 
eve 


= 


Walnut 
pROVED. RESIDENCIES AVAILABLE—1005 BED 
M&S Veterans Administration Hospital+ affiliat- 

= Albany Medical College; opportunities for elin- 

; investigative and student teaching activities; U. 8. 
a, nship required; applications invited for Pathology, 

urology, Physical Medicine and Psychiatry; salary 

fei0 to $3550; temporary license in New York State 
»ptable for first year but permanent license in any 
» required before entering second year. Career resi- 
es available in Psychiatry, Neurology and Physical 

Mei ine; salary $7570 to $8990; age limit 47 years and 

lane nt license in any state required ; eligible Korean 

G iL trainees may receive their allotments in addition 


jspital salary; bachelor quarters available for rea- | 


sable remuneration. Address inquiries to: Director, 
regional Services, VA Hospital, Albany, New York. D 


( Hil EF RESIDENT SURGERY—APPLICATIONS NOW 
ving received for third vear Chief Resident in Surgery; 
wed teaching program; 500 bed hospital; surgical 
artment has 12 residents and 6 interns; hospital 
liated with nearby State Mental Hospital with 3,000 
ients for surgical experience; stipend $400 a month 
room, uniforms and laundry; chief resident has 
jucational opportunities plus administrative and edu- 
tional responsibilities; appointment to start July 1, 
58: applicants must have completed two years of fully 
approved General Surgical Residency in U. 8. hospital 

that time. For further information and application 
janks, write: Director, Aultman Hospital, Canton ae. 


Ohio. 


INTERNAL MEDICINE. SURGERY, PATHOLOGY AND 
chest diseases—in 500 bed Veterans Administration hos- 
pital in Albuquerque, New Mexico; delightful all year 
climate; outstanding teaching program under medical 
school with affiliation for necessary female and pediatric 
training: citizenship required; housekeeping facilities 
available o modest cost. Contact: Director, Professional 
Services, V.A. Hospital+, Albuquerque, New Mexico or, 
Dean, University of Colorado Medical School, Denver, 
Colorado. 


PATHOLOGY RESIDENCY—AVAILABLE IMMEDI- 
ately; 222 bed general medica? and surgical hospital* + ; 
approved’ for three years in pathological anatomy and 
gieal pathology ; very active department headed by 
two ful time pathok gists with medical school affilia- 
tions; presently setting up special chemistry laboratory 
vith part-time consultant ; liberal stipend and allowance 
for living quarters; California license required. Write: 
Directory of Laboratories, St. Mary’s Long Beach Hos- 
pital, Long Beach 13, California. D 


SCHOOL OF PSYCHIA- 
try+; approved three per program; balanced clinical 
and didactic training including psychotherapy and s0- 
matic therapies, out patient and child ps samy: at 

State and Menninger Hospitals; liated with 
Topeka Institute for Psychoanalysis; five year appoint- 
ments combining residency an staff experience for 
Board eligibility available at staff calaries. Write: Reg- 
istrar, Menninger School of Psychiatry+, Topeka, —= 
sas, 


PSYCHIATRIC RESIDENCY VACANCIES—APPROVED 
three year residency in conjunction with Northwestern 
University Medical School; extensive training program 
in clinical psychology ; vocational counseling ; social serv- 
ice; and related fields; salary ranges from $2840-$3550; 
and for career residents $7570-$10,065; hourly _com- 
muting distance Chicago; citizenship required. Write: 
Veterans Administration Hospital, 
llinois. 


RESIDENCIES IN ADULT AND CHILD PSYCHIATRY 
—Accredited training programs for 3, 4 and 5 years 
are available for residents at the Layfayette Clinic, De- 
troit, Michigan, beginning July 1, 1958; the Layfay- 
ette clinic is a training and research psychiatric hos- 
pital affiliated with Wayne State University. For infor- 
mation write: J. S. Gottlieb, MD, Director, Layfay- 
ette Clinic, 951 East Lafayette, Detroit 7, Michigan. D 


GENERAL PRACTICE RESIDENCY OPEN IMMEDI- 
ately; 225 bed General Hospital, Central California; ex- 
cellent experience and opportunity to do general sur- 
gery; good working conditions; 15 day paid vacation and 
holidays; salary $700 per month; housing furnished; 
citize nship and California Board are necessary. 

County General Hospital, Hanford, California, D 


INTERNAL MEDICINE RESIDENCY; BOARD AP- 
proved three years includes all subspecialties and re- 
search under supervision of Board Certified specialists; 
affiliated with Hartford Hospital; stipend $2840 to 
$3550 per annum; housekeeping quarters available on 
hospital grounds; citizenship required. Apply: Manager, 
VA Hospital, Newington, Connecticut. D 


WANTED — TWO YOUNG SINGLE DOCTORS FOR 
boston as resident physician; one in our hospital at 
Waycross, Georgia, and one for our hospital at Rocky 
Mount, North Carolina; salary $600 per month and 
Maintenance. Contact: J. C. Bunten, MD, Chief Surg- 
eon, Atlantic Coast Line Railroad, Wilmington, sae 

arolina, 


WANTED—THREE RESIDENTS AND TWO SENIOR 
ales sthesiologists in rapidly growing approved Univer- 
sity Department of Anesthesia; interested candidates 


_ H grade A medical schools with standard credentials 

Dr. Robert A. Hingson, Director Department of 
University Hospitals of Cleveland, 2065 
Acclbert Road, Cleveland 6, Ohio for details. D 


INTERNAL 


RESIDENCY IN INTERNAL MEDICINE AVAILABLE— 


WANTED—RESIDENTS FOR 2 YEAR 


RESIDENCIES IN 


RESIDENTS WANTED — RADIOLOGY: 


MEDICINE RESIDENCY—APPROVED 
three year productive teaching program ; modern mectical 
center for 115,000 members; 20 full time internists: 
stipend $3780-$4980 with total family medical care; 4th 
year status to $6840. Contact: C. C. Herbert, MD. Kaiser 
Foundation Hospital, 2425 Geary Blvd., San Francisco, 
California. b 


250 bed general hospital*+ with large clinic and com- 
prehensive teaching program; 3 year approval: excellent 
opportunity for teaching and subsequent practice; Cali- 
fornia Licensees only. Contact: Mr. Joseph Zem., 1580 
Valencia Street, San Francisco 10, California. 


APPROVED 
program in internal medicine; salary $75-$200 per 
month and maintenance; depending on qualifications; 
500 bed modern chronic disease hospital¢ Apply: 
Superintendent, St. Barnabas Hospital, New York 57, 
New York. D 


I INTERNAL MEDICINE NOW 
available; 389 bed hospital; must be graduates of A.M.A 
approved schools; have Illinois medical license. Apply: 
Administrator, St. Francis Hospital, Evanston, Illi- 
nois. Dd 


IMMEDIATE 
residency opening in medical school teachin hospital* +; 
reasonable stipend. Apply: J. Stauffer Lehman, M.D.. 
The Hahnemann Medical College and Hospital, 230 
North Broad Street, Philadelphia 2, Pennsylvania. 


3 


SPECIFICATIONS 


Total output + + + 15 wotts 
Effective Radiating Ares 6 Severe Centimeters 
Effective Intensity - - 212 Watts per Square Centimeter 
Meter - - - « + Douwble-scale, registering intensity 
(watts per square centimeter) and total output 
Applicator Cable - - - Very flexible, 6 feet in length 
Receptor Switch - - When applicator is placed in its 
receptor a switch is tripped which transfers the energy 
to a fixed “load,” permitting presetting intensity while 
the applicator is still in its holder 
Single Continurus-Power Control — 
Dimensions — 16” x 12” x 9” 
Weight — 25 pounds 
Finish — Standard, cream white 
Available in grained walnut, mahogany or white 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: 
New York ® Chicago ® Atlanta ® Los Angeles 
Deolers in all principol cities 


SE 


WANTED. SURGICAL ONE YERAR OR 
longer; 100 bed gemere t Virginia's Pastern 
shore access fishing sw ~ boating w 
ing conditions friendly atmosphere; per month 
Apply: Bex 4570 D. AMA 


ANESTHESIA RESIDENCIES—UNIVERSITY OF VER. 
mont; two associated hospitais* +: active research ere- 
Gram available; $2.000 annually. john Abajian iv. 
MD, Professor of Anesthesiology, University of Ver. 
mont, College of Medicine, Burlington, Vermont 


FULLY APPROVED OPHTHALMOLOGY RESIDENCY 
~—Charity Hospital, New Orleans, Louisiana, in associa 
tion with Louisiana State University Sehool of Me ne 
Write: George M. Halk, MD, 812 Maison anche 
Building, New Orleans, Louisiana D 

INTERNAL 


MEDICINE AND ASST 


Residency 1 year: July mall municipal hes 
pital + Reply: Superint lent. Gouverneur Howital, 
621 Water Street, New York. New York D 


WANTED RESIDENTS IN PSYCHIATRY: YERAR 
approved residencies available; large eastern mental hae 
pital+; excellent teaching program therapeutic proce 
dures; $5,280-$6,600. Box 4488 D, % AMA 


FOUR YEAR RESIDENCY. -IN PATHOLOGICAL 


anatomy and clinical pathology with teaching and 
research training optioual, Box 4442 D, G% AMA 


(Continued on next page) 


BURDICK UT-4 
ULTRASONIC 
UNIT 


Here is the answer to the busy 
practitioner’s need for a compact, 
high-quality ultrasonic unit at a 
moderate price. The Burdick UT-4 
now permits the wide use of this valuable 
therapeutic modality at the patient’s bed- 
side or in your own office. 


Rugged strength is built into the UT-4 to 
meet the rigors of portable operation. 
Weighing only 25 pounds, your nurse can 
carry it easily . . . operate it easily, too, 
with Burdick’s simplified controls. 


The UT-4 meets all four requisites of an 
ultrasonic unit ~— effective power, rugged 
portability, simplified operation and mod- 
erate cost. Your further guarantee of 
dependable performance is the uncom- 
promising high standard of Burdick qual- 
ity and workmanship. 
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Susceptibility factors play an important part in the occurrence and spread 
of athlete’s foot. With the advent of warm weather, individuals who have 
had the disease are prone to exhibit recurrences or reinfection. Frequently, 
this can be prevented by the continuous prophylactic use of Desenex 


preparations. 


Buffered at pH 6.5 
POWDER 


For most effective and convenient therapy and con- 
tinuing prophylaxis, use Desenex as follows: AT NIGHT 
the Ointment (zincundecate)—1 oz. tubes and 1 Ib. 


OINTMENT and SOLUTION 


relieves itching 


stops fungal growth 
prevents recurrence 


jars. DURING THE DAY the Powder (zincundecate)— 
11% oz. and 1 Jb. containers. AFTER EVERY FOOT BATH 
the Solution (undecylenic acid)—2 fl. oz. and 1 pt. 
bottles. Solution should not be used on broken skin. 
In otomycosis, Desenex solution or ointment. 


Write to Professional Service Department for free sample supply. 
MALTBIE LABORATORIES DIVISION « WALLACE & TIERNAN, INC. « Belleville 9, N.J. 


J.A.M.A., Aug. 31, 1957 


SITUATIONS WANTED 


Patricia Edgerly has been succes i 
and medical personnel in happy 
THE NEW YORK MEDICAL EXCHAN 
489 Fifth Avenue (Opposite Public rue 
Specialists in Selection Since 1926 


RADIOLOGIST; 


[ GRADUATE ILANE;: 
radiologist, large hospitals; 1 YEAR 
group; excellent professional ‘qualifications: } 
integrity; cooperative; seeks department. directorehic 
assistantship, associatship, large group; D on 
(pending) Woodward Medical Bureau. | 185 


Wabash, Chicago. 


SURGEON—34; GENERAL AND/OR TH 
cardio-vascular; will restrict; 
trained plus 2 years experience; certified: experienced 
cardiopulmonary lab; own instruments, equipment: 
prefer East; large or small city. Box 463i 1, % AMA’ 


FOREIGN TRAINED PHYSICIAN SEEKS ‘1 
dency in Obstetries-Gynecology ; 
* or pathology in approved hospital: ha: "Weaidenes 
and internship training for the 
4635 1, % AMA. 


has been residency 
Past four years jor 


1; tamily; military service completed ; Nationa! 
part university residency: de 
association or partnership with established orthon: 
or group. Box 4644 1, % AMA. ne 


ORTHOPEDIC SURGEON—32; ORTHOPEDIC BOA 


RD 
ard 


sire 
dist 


PATHOLOGIST — CERTIFIED ANATOMICAL AND 
clinical pathology; nine years experience; thirties; 1 
tary obligations completed ; desires relocation ; northeast 
preferred; will consider association or coverage of se 
eral institutions. Box 4647 I, % AMA. , 


INTERNIST—THIRTY; MARRIED; BOARD ELIGI 
ble; AOA; subspecialty cardiology including angiocardi 
ography; teaching responsibilities in active residency 
program; veteran; consider solo, partner, group teach 
ing; east or midwest. Box 4642 I, % AMA. 


TISSUE TECHNOLOGIST—WITH ONE YEAR TRAIN 
ing; would like to apply for scholarship or training for 
years in U. S. in an approved school of medical 
technology or hospital laboratory which have exchang: 
visitor program. Box 4650 I, % AMA. 


1F IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physicians for private practice, 
industry or public health, please write for recommen- 
dations. Woodward Medical Personnel Bureau, 185 N. 
Wabash, Chicago. ! 


OBSTETRICS-GYNECOLOGY—SECOND YEAR LEVEL: 
approved residency or preceptorship needed at once: 
leading to Board Certification; class A training; refs 
ences and qualifications; including successful first yea 
Box 4656 I, % AMA. 


INTERNIST—BOARD CERTIFIED; AGE 30; FAMILY 
military service completed; desires group association in 
midwest; preferably Indiana, Illinois or Wisconsin 
available about November 1, 1957. Box 4654 I, % AMA nitial rej 

‘ary expe 


SURGEON—35; FAMILY; BOARD ELIGIBLE; DNB; 4 
year residency; excellent training; navy veteran; 3 years 
private practice experience; desires association with sur 
geon; group or clinic. Box 4641 I, % AMA. 


GENERAL PRACTICE — 28; FAMILY; RECENTLY 
completed university hospital internship; desires general 
practice in California as assistant or alone; preferably 
in small town; best of references. Box 4645 I, % AMA 


ANESTHESIOLOGIST — BOARD ELIGIBLE; AVAIL 4 Th 
able January, 1958; licensed in Florida and California; 
seeking location coastal area either state. Box 4662 1, 

% AMA. 


(Continued from preceding page) 


TWO YEAR RESIDENCY IN GENERAL PRACTICE; 
January 1, 1958; 200 bed general hospital; excellent 
teaching program; good salary. Woonsocket Hospital, 
Woonsocket, Rhode Island. D 


OBSTETRICAL-GYNECOLOGY ASSISTANT  RES- 
idency—in 500 bed, Board approved Ohio hospital; 3400 
deliveries yearly; American and Canadian graduates 
only. Answer: Box 4441 D, % AMA. 


RESIDENCY IN PEDIATRICS AVAILABLE IMMEDI- 
ately—Fully approved service; Class A medical school 
graduates only. Apply: W. M. Kelsey, MD, Bowman 
School of Medicine, Winston-Salem, North Carolina. D 


RESIDENTS — OTOLARYNGOLOGY; FORTY FIVE 
bed; fully approved by the AMA Council on Medical 
Education. The Harlem Eye and Ear Hospital, 2099 
Lexington Avenue, New York City 35. D 


ANESTHESIOLOGY RESIDENCY — COMPLETE PRO- 
gram; approved by Americen Board; starting time in- 
dividually arranged. Apply: Jay Jacoby, MD, Ohio State 
University, Columbus 10, Ohio. D 


RESIDENT WANTED — GENERAL PRACTICE; 150 
bed new hospital; 30 miles from New York City. Box 
4571 D, Y AMA. 


PARTNERS WANTED 


ASSOCIATE WANTED--BOARD RADIOLOGIST DE- 
sires a partner in the rapidly growing radiological prac- 
tice in the south west; desire an American Board man 
or Board eligible by October, 1957; and no later than 
February, 1958; twenty thousand dollars for the first 
year with written partnership contract. Send professional 
and personal data on the first letter to: Box 4602 F, 
Y AMA. 


LOCUM TENENS WANTED 


LOCUM TENENS WANTED—RESIDENT IN_ INTER- 
nal Medicine desires position for one month, November, 
1957; Missouri license; willing to travel; will arrange 
temporary license. Write: Box 440, Presbyterian Hos- 
pital, 622 W. 168th Street, New York, New York. G 


WANTED—LOCUM TENENS; SEPTEMBER AND OC- 
tober; Texas gulf coast; combined clinic-hospital; salary 
plus percentage; valuable and different experience; 
ocean sports and fishing, excellent hunting; Texas 
license. Box 4608 G, % AMA. 


LOCUM TENENS WANTED—GENERAL PRACTICE; 
Ohio license require!: salary $1000 per month. Box 
4621 G, Yo AMA. 


EMPL 
RADIOLOGIST—15 YEARS TUMOR CLINIC; EXTEN- WANTED 
sive radium experience; radiation physics, isotopes req'd, dd 
(including Oak Ridge) training, 2 years isotope ex- 25.000 
perience; publications on cancer; desires Radiology 300: wil 
appointment, preferably therapy. Box 1678 I, % AMA = = 
INTERNIST — SPECIAL TRAINING CARDIOLOGY hy 
and electrocardiography; desires association with group a on 
in midwest; preferably one acad ; 


centrating on full personal patient care. Board Eligible; mm techs ir 
Sts family and veteran. Box 4562 |, Yo AMA. 3 


NEUROSURGEON—15 YEARS PRACTICE INCLUDING m 6000, i 
general surgery prior to four years university -hospital 
training in neurosurgery; Board Eligible; preter group 
or private practice; moderate size community. Box 4612 
I, % AMA. 


NEUROSURGEON: 6 YEARS, GENERAL PRACTICE 
prior to obtaining university hospital training in neuro- 
surgery; 4 years, neurosurgeon, well known group; Dip- 
lomate; Medical Bureau, Burneice Larson, Director, ae | 
North Michigan Avenue, Chicago. HO: 


OLD ES’ 


$2500 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc. ; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write for recOmmmendations. Shay Medics! 
Agency, 55 E. Washington, Chicago. 


close t 


for sell 


T—GRADUATE JOHNS HOPKINS; FULL terms 
Johns Hopkins Hospital; age 42; Marion 
would like small hospital in or a! Hr York City 


GENERAL PRACTITIONER — YOUNG; ENERGETIC, : 
versatile; desires to associate in Kentucky, West ‘\'I- CALIFO 


ginia or Tennessee, about September. Write or phone 


doctor, % Joe Abbott, Townsend, Tennessee. soon 


coasts! 
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* TRADEMARK en 


ISOLO 
PARKE-DAVIS 


- THREE TO FIVE TIMES AS POTENT AS HYDROCORTISONE 


supplied: 5 mg. and 2.5 mg. scored tablets; botties of 30 and 100. 


Parke, Davis & Company Detroit 32, Michigan 


$0132 


PROFESSIONAL AND TECHNICAL AIDES | ---THE PALMS.--- 
S)\\TED — GENERAL MEDICAL TECHNICIAN Competent Ethical Services For 
ale) for eraployment wader EXPECT OTHER 
years of age; must be citizen; military experi- 
nce in medical field desirable; knowledge of X-ray and | on 
a ratory procedures necessary; willing to serve over- | Rates Reasonable—Terms La Desired 

a ; salary $4080 per annum plus allowances; request | Some Work Availa 
nitial reply include professional background and mili- ite OR Court 
mm 2" experience. Box 4069 L, % AMA. 6900 Van Nuys Bivd., Ste 2, Van Nuys, Calif. 
LABORATORY TECHNICIANS; REGIS 
es wl or Eligible for ASCP registry for 250 bed general 


spital* with large expansion program in near future; 

lary open, depending experience and training 

‘vite: Pathologist, St. Joseph Hospital, Lorain, Ohio. L S 


NLTITIAN—ADA; SALARY $360 TO $460; 210 BED Ww 

4 Spital; state retirement benefits; sick leave nn paid ‘ 
tion. For further information contact: Adminis- i 
uior, KE. A. Conway Memorial Hospital, Monroe, / 


4 


$14.75 
12 for $27.50 ‘ 
24 for $54.00 
REQUIRE NO IRONING . 
yet can ‘’take’’ public laun- 
dering. 48°’ long; open full 
length. And they're O.K. for 
X-ray. 

ray 

COUPON WILL SAVE YOUR TIME 


TECKLA GARMENT CO. 
- ©. Box 863, Worcester 1, Mass. 


Gentlemen: Please send the quantities of 
TECKLA KRINKLE KIMONAS indicated 


below. Send C.0.D..___or Postpaid___ 


SIZE COLOR BUST {| QUANTITY 
of TIES | measure wanted 


1. SMALL] BLUE 42” 
2: MED. WHITE 
3: LARGE] PINK 60” 


EMPLOYER PAYS FEE — THESE POSITIONS! 
VWANTED—MEDICAL TECHNOLOGISTS: (a) CHIEF; 
reo'd, degree; apprv’d gen hsp 150 bds; lovely So twn 
25,000. (b) 2 staff; reg’d; gen hsp 200 bds, expand’g to 
300; will have coll affil med tech sch; to $4200; resid | 
city nr univ med ctr: MW. (c) Reg or elig;: 200-bd vol 
sen hsp; $4200; attrac city 25,000; Carolinas. (d) | 
| Staff; spec int in bact pref; fully apprv’d gen Hsp 250 | 
S ds; noted resort city 100,000; E. (e) Reg’d, exp’d; 4 
» ‘cchs in busy lab, 150-bd gen hsp; to $4200 or more 
city 35,000; agric area, MW. (f) Sev staff; Calif reg'd, 
= ‘lig; priv lab or hsps supvy by 4-man clin orp; up to | 
56000, inct overtime; Ige city. (g) 2 staff; 14-man clin 
orp. own well equip’d bidg: to $4800; city 100,000, 
trade ctr; MW. (h) Join 3 techs in lab dept, 15-man 
clin orp, well est & highly reg; abt $3900; Pac NW. 
') 2 staff; reg’d; Ige, fully apprv’d gen hsp; city 100,- 
000; N. Engl. Woodward Medical Personnel Bureau, 185 
N. Wabash, Chicago. L 


HOSPITALS AND SANATORIA FOR SALE 


a (LD ESTABLISHED NURSING HOME; OWNER SAYS 
‘ $2,500 monthly income; 27 beds all in good condition; 

close to bus; complying with all state regulations; reason 
4 ‘or selling, sickness; price includes property; reasonable 
Be terms. Write: Glen A. Thompson, Mells Company, 1201 
Marion Street, Tampa, Florida. oO 


PRACTICES FOR SALE 


‘ \LIFORNTA —GENERAL PRACTICE GROSSING $36,- 
; monthly rent $130; fully equipped office; ill health 


“son tor leaving; price $12,000; easy terms; small Hi 
“astal town; excellent climate. Box 4649 P, % AMA o~ Teckla pays postage on CASH orders--~-- 


TECKLAS ‘’on duty” in 48 STATES 


' 
' 
J 
' 
' 
' 
' 


CALIFORNIA — NEWPORT HARBOR AREA: WILL 
lease 14 room completely equipped, newly furnished 
medical clinic; will work with doctor so that $70,000 
gross; 10 year established general and surgical prac- 
tice will continue; ideal for one or more doctors de- 
siring to relocate; no investment except for depesit te 
ensure lease; doctor-owner. Box 4577 P, % AMA. 


‘ALIFORNIA GENERAL PRACTICI SEVENTY 
miles east Los Angeles; growing community; excellent 
open staff hospital; real estate; equipment; supplir 
files for sale or lease; prefer 30-40 year old member 
AAGP: gross income $45,000; very little cash required; 


am leaving to specialize tox 4523 I’, & AMA 


ALIFORNIA ACTIVE GENERAL PRACTICR FOr 
sale; growing community; Orange County; good open 
staf? hospitals nearby; excellent opport unity; availablh 
immediately. Write or phone: Dr. Franz l’ohn, M_D., 
900 S. Walnut Street, Anaheim, California, Telephone, 
Keystone 5-4773. 4 


CALIFORNIA — OTOLARYNGOLOGIST; FOUR VE 
old established EENT practice easily a: lapt able to EN 
assume established practice; purchase equipment on 
generous terms. Box 4610 P, % AMA 


CALIFORNIA—SOUTHERN; GOOD THORACIC AND 
cardiovascular surger practice for sale immediately 
excellent hospital facilities furnished office and record: ; 
will introduce. Box 4611 % AMA. 


COLORADO - OPHTHALMOLOGY PRACTICE Fon 
sale; city over 50,000; grossing over $50,000; availabl 
immediately or will introduce; very low pri i 
ment optional; no cash required tox 4599 I’, % AMA 


ILLINOIS--LARGE ESTABLISHED GENERAL PRAC 
tice and fully equipped and staffed modern air-comdi 


tioned office building; near Danville, Dlinoi two open 
staff hospitals 10 miles via 4 lane highway; sale of 
lease; financing arranged; reason illness. Box 4576 I 
% AMA 


practice; good location; furniture; equipment and 

records; very reasonable; Contact Marvin L. Stocks 

MD, 116 WN Adams Street, Ypsilanti Michigan 
Phone--Hunter 2-9856 or Hunter 458 


MICHIGAN —GENERAL PRACTICE; UNOPPOSED IN 


community of 1,200; last year gress 1 $42,000; A 
room clinic with emergency oom: x 
} facilities; hospital 10 miles; home available; tern 
arranged. Box 4634 P, % AMA 
MINNESOTA LICENSED PRACTITIONER; UNOP 


posed ; prosperous rural! vilage, central Minnesota; com 
pletely equipped clinic; residence combination; open 
hospitals nearby; for sale or low rental with option to 
purchase; will introduce; leaving, post graduate study; 
give personal data. Box 4543 P, AMA 


MISSOURI-—THIS IS REALLY GOOD! W ANT TO GIVE 
away thriving medica! practice in small idwest town 
with excellent hospital; near medica! enter you bu 
equipment less than five years old; leaving to specialize 

tox 4582 P, % AMA 


(Continued on page 60 


MICHIGAN —EYE, EAR, NOSE AND THROAT 
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Side 
by K. 


“Well, then,” demanded the baby stork of his par- 
ents, “who did bring me?” 


of 


After standing in line for 20 minutes, the movie- 
goer arrived at the box office and asked for a ticket 
in the orchestra. 

“That'll be $1.85,” said the girl behind the glass. 

The man glanced at a sign over the box office and 
grunted. “It says ‘popular prices’ on the sign. You call 
$1.85 a popular price?” 

“Well,” said the girl sweetly, “we like it.” 


If you want to drive your wife crazy, don’t talk in 
your sleep—just lie there and smile! 


A friend of ours, the mother of a dramatic little girl 
who was spending the day in bed because of a cold, 
had her hands full the whole morning running errands 
for the child. 

After chasing down crayons, scissors, books, puzzles, 
and other items, the harassed mother decided that 
she had had enough—so the next several dozen de- 
mands went unheeded. 

Suddenly there was an ominous silence. The mother, 
hoping her in\*lid had fallen asleep, tiptoed in to 
peek. The girl .y there glaring. 

“Don't bother coming now,” she snapped. “I'm 
dead!” 


We have just been told about a mother whose last 
words to her small son before he went off to a birthday 
party were: “Johnny, dear, be sure to thank Mrs. 
Hawks after the party. And for goodness sake, if there’s 
any food you don’t like, just don’t discuss it!” 

Well, everything went along well until, on leaving, 
Johnny shook hands with his hostess. 

“Thank you for the cake and ice cream,” he said 
dutifully. “We won't discuss the other stuff.” 


% 


A bright young nonconformist signed up for ROTC 
and one of his first offenses was failing to salute the 
commanding officer. 

“Don't you know who I am?” shouted the officer. 
“I'm in charge here—I command over 1,000 men!” 

The rookie gave him a broad smile. “You got quite 
a job all right,” he answered. “Don’t louse it up.” 


Overheard in telephone booth: 

“But Henry, darling, our love is such a beautiful 
thing, aren’t you afraid you'll spoil it if you marry 
Alice?” 


JAMLA., Aug. 31, 


“Honey,” murmured the little woman, “how: are = 
going to celebrate our 25th wedding anniversary” 

What would you think,” snapped her hushand. “of 
5 minutes of silence?” 


+ 


An angry young woman dashed into the count 
clerk's office, her marriage license grasped in her hand 
“Did you or did you not,” she demanded of the cler} 
“issue this license for Elmer Guerny to marry me” 
“Why yes, I did,” answered the clerk. 7. 
“Well, what are you going to do about it?” she 
snapped. “He's run away.” 
+ 


“I spanked Junior,” said the woman indignantly. 
“because he was very rude. He called me a big fat pig” 4 

“Well, spanking won't do any good,” replied her hus- 
band. “What you should do is go on a diet.” 


+ 


Two young actresses were discussing the recent out- 
of-town demise of the much-heralded Ziegfeld Follies, 9 

“No wonder it flopped,” said one. “I’ve never even § 
heard of that Flo Ziegfeld woman!” 

“You haven't?” cried her friend. “Why, Florenz Zieg- 
feld produced the origina! Ziegfeld Follies and was | 
married to Billie Burke!” 

“Well,” was the withering reply. “I never heard of 
him either.” 


Bill Kennedy reports this notice scrawled in the 
window of a fire-razed restaurant: 
“Charcoal Broiled Everything.” 


D. P, MORRIS , M.D, 
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For those who live to eat... 


Rx 
BIPHETAMINE’~ 


for 


APPETITE CONTROL 
WITH FULL ENJOYMENT 


PATIENT 


APPRECIATION 


PREDICTABLE 


WEIGHT LOSS 2x Biphetamine capsules 


containing a mixture of equal parts of amphetamine and 
dextro amphetamine in the form of a resin complex. 
Three strengths—Biphetamine 20 mg., 122 mg., 7 mg. 


one capsule once-a-day. 


For Literature and Samples, wie SUrasenh (, 
FOUNDED 1886 


Rochester, N. Y. 
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MONTANA — WESTERN; EXCELLENT GENERAL 
prackes: choice office for rent; sell all equipment; fine 
spital facilities; hunting and fishing paradise; friendly 
will introduce; leaving to speciali 
Box 4657 P, % AMA. 


NEW YORK—BRONX; ESTABLISHED GENERAL 
practice with surgery; five rooms; Fordham area; 
equipped with x-rays; electrocardiograph a d_ electro- 
surgical units, BMR; retiring. Ben-Henry Rose, MD, 
2615 Concourse, New York, New York. ¥ 


NEW YORK—ESTABLISHED GENERAL MEDICAL 
practice; 70 miles from New York City off Thruway; 
excellent income; will introduce; physician retiring; 
sell for price of modern office building. Box 4633 P, 
Y AMA. 


NEW YORK—ACTIVE GENERAL PRACTITIONER 
and Surgeon retiring; home with office and equipment 
for sale; city of 11,000 with two hospitals, Box 4655 P, 
Y AMA. 


WASHINGTON — WELL ESTABLISHED EYE, EAR, 
nose, throat office nicely equipped; good location in 
city twenty-five thousand; rich agricultural district; 
Pacific northwest; delightful climate; collections ex- 
agit good schools; accredited college. Box 4566 P, 
AMA. 


APPARATUS ETC., FOR SALE 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiograph equipment; available at 
all district offices; United States and Canada; deal 
directly with factory organization; all sales and service 
personnel factory-trained; prices include installati 
and operating instructions. Write to: B-8, General Elec- 
tric Company, X-ray Department, 4855 Electric Ave., 
Milwaukee |, Wisconsin. Q 


SELL US YOUR X-RAY, MEDICAL AND HOSPITAL 
equipment; we buy anything from an office to a hospital; 
send your list of excess equipment for prompt attention. 
Medical Salvage Co., Inc., 217 E. 23rd St., New York, 
New York. Q 


X-RAY; 200 M.A. WESTINGHOUSE SPOT FILM; RO- 
tating tubes; complete; used two years; Radiologist 
owner. Box 4651 Q, % AMA. 


LARGEST STOCK OF USED—RECONDITIONED AND 
surplus X-ray equipment in America—All makes and 
models of diagnostic and therapy units, delivered, in- 
Stalled, guaranteed and service; write for details and 
new accessory price list. Medical Salvage Co., Inc., 217 
E. 23rd St., New York 10, New York. Q 


PROFESSIONAL 
PRINTING COMPANY, ine 
NEW HYDE PARK, wy 


LARGE STOCK NEW, USED EQUIPMENT: INSTR 
ments; available for physician, hospital, or laboraterie, 
Harry Wells, 400 E. 59th St., New York 22, New York" 


MISCELLANEOUS FOR SALE 


OFFICE EQUIPMENT FOR SALE—SUITEs: 
thermy; electrocardiogram; sterilizers; j 
surgical and diagnostic instruments. L. Ravin Mb 
Kaneville, Illinois. 


NEBRASKA—FULLY EQUIPPED MODERN Cuiinic 
$17,000 investment; grossing $24,000; expanding $4,000 
a year; specializing; sacrifice for $6,000; terms if need. 
ed. Box 4652 S, % AMA. 


DIA 


MUscellaney 


FOR RENT 


FOR SALE OR LEASE—MODERN MEDICAL CLINIC 
completely furnished with modern equipment anc (Gey 
eral Electric X-Ray unit; the clinic is in the city ; 
Safford, Arizona, the County seat with a voting popula 
tion of 25,000 and a following from four good mining 
towns; the clinic has been operating for approximate) 
five years with a gross of approximately $60,000 be 
annum; there is ample room for two doctors and wil! 
be available September 1, 1957, D. J. Stewart, P. 0. Boy 
309, Phoenix, Arizona, 7 


GENERAL PRACTICE—OPPORTUNITY IN PROGRES 
sive town of 3500; Alabama; Hill-Burton hospital: we) 
established practice; will rent or lease combination 
house and office; reason for leaving, desire less strenyoy 
activity; personal background and _ references desir 
with first letter. Box 4653 T, % AMA. 


LEVITTOWN, PENNSYLVANIA-—-EXCELLENT Loc, 
tion for General Practitioner and/or specialists adjacen: 
to dental office; established five years; air conditioning 
and all utilities included. R. H. Silver, DDS, 3s; 
Stonybrook Drive. T 


FOR SALE OR RENT—FULLY EQUIPPED Puysi. 
cian’s office building; air-conditioned; town 7,500; 75 
bed accredited hospital; town growing; needs more 
physicians. Box 4630 T, % AMA. 


FOR RENT—CRANFORD, NEW JERSEY; 3 OFFICE 
suites in new medical-surgical building; opportunity for 
ENT, Pediatrician, Obstetrician; growng wealthy metro- 
politan community; hospital facilities available. Cal! or 
write: Dr. Neil Castaldo, Medical Surgical Building, 
214 Walnut Avenue, Cranford, New Jersey, Br 6-009. T 


ESTABLISH YOUR PRACTICE IN THE FASTEST 
growing area in southern California; 1800 persons per 
physician; 9 suites already completed; 11 under con 
struction to be ready about August Ist. West Anaheim 
Medical Center, 9602 Orange, Anaheim, California. T 


REAL ESTATE FOR SALE 


FOR SALE—BY OWNER; LARGE RAMBLER, 485! 
Silver Hill road, Suitland, Maryland; suitable for 
home-offices; fireproof steel and concrete construction 
over 1,000 square feet recreation room convertible | 
offices; must be seen to appreciate possibilities: own 
on premises until dark weekdays; all day Saturday an‘ 
Sunday; no ‘For Sale’’ sign. x 


PUBLISHERS AND PRINTERS 


HBTACOUN 


PROFESSIONAL PRINTING COMPANY, INC 
NEW HYDE PARK 


RADIUM 
RADIUM—FOR ALL MEDICAL PURPOSES; BOUGHT, 
sold; radium applicator, owned-directed by physician- 


radiologist. Quincy X-ray — Radium Laboratories, 
Quincy, Dlinois. Z 


PATIENTS’ RECORDS AND FILES 


PRINTING * PATIENTS’ RECORDS 
BOOKKEEPING SYSTEMS °* FILES 


PROFESSIONAL PRINTING CO., INC. 
NEW HYDE PARK, N. Y. 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVICE—NON 
commercial; manuscripts over 5000 words not accepted 
American Medical Writers’ Association, WCU Building, 


Quincey, Illinois. 
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FORT LAUDERDALE BEACH HOSPITAL 
125 N. BIRCH RD. 
FORT LAUDERDALE, FLORIDA 


GERIATRICS (Care of the ag- 
ing). Care of the CHRONI- 
CALLY ill. Rehabilitation of 
the HANDICAPPED. 


Lovis L. Amato, M.D. Med. Dir. 
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The Willows Maternity 


Sanitarium, Inc. 


Since 1905 
Competent. ethical services for expectant meth. 
ers. specious recreation grewads Patients ac 
any time. Early entrance advised. 
tions ~~, Juvenile Court. Rates reasonable 
and te patient's needs. Complete Med: . 
cal Stafl. Address: 


DON D. HAWORTH, Supt 
Tel. Westport 11-2104 


MRS. DAY'S Ia Coal «, BABY SHOES 


are made to meet the Professional Standard attained by 
eur Medical Co-operation over a period of years. Babies 
under your care should have the benefit of this work. 


MRS. DAY'S IDEAL BABY SHOE CO., INC. 
DANVERS, MASSACHUSETTS 


BELLEVUE PLACE 


for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


desirable assistants 
for your institution 


can be contacted thru 


A CLASSIFIED ADVERTISEMENT 


° in the JOURNAL 


ETHICAL 


New protein supplement providing all essential amino acids from 
four sources emphasizing albumin regeneration in reversal of A/G 
ratio, hypoproteinemia. Palatable powder in 2 & 1 lb. containers. 
AR - Datias 19, Texas 


Wf Maltbie Laboratories Division, 

Wallace & Tiernan, Inc. ..... 27, 56 

McNeil Laboratories, Inc. ... i 17, 41 
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HE’S OFF CAFFEIN... 


but he still enjoys his coffee as much as ever! 


Hearty ...robust .. . full man-sized flavor! That’s new Instant 
Sanka Coffee. No matter how much coffee your patients like to 
drink . . . Instant Sanka can’t get on their nerves or keep them 
awake. All pure coffee. 97% caffein-free. 


A fine coffee from General Foods 


| 
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SUCCINYLSULFATHIAZOLE 


SULFASUXIDINE safeguards against intestinal coli- 
forms which can undo an otherwise successful surgical 
procedure. SULFASUXIDINE reduces these coliforms 
95-99.9 per cent. Since SULFASUXIDINE is virtually 
nonabsorbable, toxicity and side reactions are low. 
Flatulence is reduced, local infection is lessened, heal- 
ing proceeds satisfactorily. SULFASUXIDINE is valu- 
able, too, in acute and chronic colitis. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO... INc., PHILADELPHIA 1, PA 


Predicts a smoother convalescence from bowel surge 
® 
. 


(H.W.&D. brand of lututrin) 


In vivo measurement of LUTREXIN 
on contracting uterine muscle. ————> 


HYNSON, WESTCOTT & DUNNING, INC., BALTIMORE 1,MD. 


XIN is a new, water soluble, non-steroid, utetine relaxing 
LUTREXIN: demonstrable blood levels 
and Jenn in their c , report 68% 
The above , initial dose of four 
in bottles of 25—1000 unit tables. 
4. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 9, No.3, 1957. 2 
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